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N OUTSTANDING new aspect of chron- 
ic pulmonary disease is the present rising 
mortality from cor pulmonale now chiefly 
attributed to chronic bronchitis and em- 
physema. Current experience indicates also a rising 
incidence of the latter and a change in the etiolo- 
gy of both. This present increase of bronchitis and 
emphysema comes from two new sources, namely, 
pulmonary damage from infectious diseases attenu- 
ated by modern chemotherapy and pulmonary dam- 
age from the effects of increased air pollution. 

While the clinical picture leading to cor pul- 
monale is now often discussed in such terms as 
bronchial spasm, pulmonary insufficiency, and pul- 
monary hypertension, it is in general referred to as 
chronic bronchitis and/or emphysema. The latter 
are spoken of as specific disease entities and are 
looked upon as the primary causes of cor pulmonale 
by reason of mechanical obstruction to ventilation 
and circulation which they are presumed to create 
in the chest. 

It is our belief that the clinical picture leading 
to cor pulmonale is now misinterpreted as chronic 
bronchitis and/or emphysema. This has resulted not 
only in confusion regarding the criteria of the latter 
—but also in a misunderstanding of the nature of 
pulmonary insufficiency as well as of causes of cor 
pulmonale. In this paper we are offering our inter- 
pretation of these conditions which we _ believe 
should help to clarify the present confusion. 


Clinical Forms of Pulmonary Insufficiency 


For over two decades we have observed a large 
number of patients with a variety of bronchopul- 
monary diseases, and in many of these we have been 
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The incidence of insidious protracted de- 
velopment of pulmonary insufficiency is 
increasing, due to the delayed effects of 
pulmonary infections attenuated by chemo- 
therapy, and to the cumulative effects of 
inhaled air pollutants. We are not dealing 
with complicating infections but rather, the 
signs and symptoms observed are the mani- 
festations of pulmonary insufficiency itself. 
Pulmonary insufficiency implies disturbances 
in the autonomic functions of the structures 
at the bronchioloalveolar junctions. The 
exact nature of these functions is not known, 
but there is ample evidence that they are 
essential to normal distribution of ventila- 
tion and circulation throughout all parts 
of the lungs. The disturbance of this critical 
function implicated in pulmonary insufficiency 
may best be designated by the least pre- 
judicating term of “‘bronchioloaiveolar dys- 
function.” 


able to follow a progression to ultimate pulmonary 
failure with cor pulmonale. We have observed that, 
when these patients first began to show signs of pul- 
monary insufficiency, they all presented the same 
clinical picture commonly associated with bronchitis 
and emphysema, regardless of the widely different 
nature of the primary bronchopulmonary disease 
which led to the insufficiency. At first we accepted 
the prevailing view that this clinical picture was due 
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to complivating respiratory infections. However, 
with the advent of chemotherapy, when it became 
possible to control complicating infections, we found 
that in most cases this had little effect upon the 
progressive clinical picture. We finally realized that 
we were not dealing with complicating infections 
but that the signs and symptoms observed were the 
manifestations of pulmonary insufficiency itself. 
Furthermore we observed that, in patients with re- 
duced pulmonary reserve due to past bronchopul- 
monary diseases, complicating bronchial infections 
are more apt to arise after onset of pulmonary in- 
sufficiency than before. The temporary aggravation 
of symptoms and signs produced by the complicat- 
ing infection is readily controlled by chemotherapy 
with little effect on the previous status of progres- 
sive pulmonary insufficiency. 

Our clinical experience has led us to recognize 
three forms of this clinical syndrome: (1) the acute, 
which occurs in bronchial asthma; (2) the subacute, 
generally recognized as asthmatic bronchitis; and 
(3) the chronic, which is now commonly associated 
with bronchitis and/or emphysema. It has been a 
long-established fact that there exist fluent transi- 
tions between these three forms and that one can 
go over into the other.' The clinical features of all 
of these include signs and symptoms of bronchial 
dysfunction and of pulmonary hyperinflation. There 
is often variable predominance of one or the other, 
as, the more fixed the overdistended lungs become, 
the less marked are the bronchial signs ( wheezing, 
rhonchi) and vice versa. 

Here we are concerned chiefly with the chronic 
form of the pulmonary insufficiency syndrome, which 
may develop on the basis of practically all pul- 
monary diseases that lead to loss of large parts of 
normally functioning lung parenchyma. It is par- 
ticularly frequent in diseases that tend to involve 
the lungs diffusely, such as fibroses, granulomatoses, 
and other densely disseminated lesions, regardless 
of etiology. In most instances the progress of chronic 
pulmonary insufficiency appears clinically as an 
insidious and protracted process which may truly 
simulate chronic bronchitis for long periods of time 
until manifestations of the fully developed pulmo- 
nary insufficiency reveal themselves. Clinical experi- 
ence also indicates that frequently this clinical 
syndrome may develop abruptly within a few weeks 
or months. This is apt to occur particularly in those 
of middle age after an acute pneumonic or pleuritic 
process or other medical or surgical condition, or 
with pulmonary complications of congestive, em- 
bolic, or metastatic nature. Here the symptoms of 
cough and expectoration with progressive dyspnea 
on effort appear rapidly and concomitantly. Whether 
of gradual or rapid development, this clinical pic- 
ture reveals the imminence or presence of lack of 
pulmonary reserve. 
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The assumption that the clinical picture of chron- 
ic bronchitis and/or emphysema develops on the 
basis of bronchitis proper dates back to the pre- 
antibiotic era when bronchitis often became com- 
plicated by recurrent pneumonitic and suppurative 
processes which often led to destruction and/or 
fibrosis of much lung parenchyma. The latter then 
resulted in depletion of pulmonary reserve and so 
in pulmonary insufficiency which simulates chronic 
bronchitis and/or emphysema. In the present era of 
chemotherapy these severe complications of bron- 
chitis proper are usually controlled and their serious 
sequelae are becoming less frequent. In cases where 
pulmonary insufficiency develops we must look for 
reasons of loss of pulmonary reserve other than that 
of bronchitis proper. 


Misinterpretation of Chronic Bronchitis 


The term bronchitis refers to an inflammatory 
process involving mainly the larger branches of the 
bronchial tree, and rarely extending to the finer 
bronchioles. This is an exceedingly common clinical 
as well as autopsy finding. It is a trivial disease for 
which people usually do not seek medical aid. In- 
numerable people, especially smokers, go through 
life indulging in rather than suffering from much 
cough and expectoration. The sputum consists of 
infammatory products, is mucopurulent in charac- 
ter, and is often copious in amount. Chronic bron- 
chitis in the form here described is especially fre- 
quent in people of advanced age and as such is not 
a disabling disease. Disabling chronic bronchitis is 
said to be due to airway obstruction leading to ob- 
structive emphysema, although it has been a long- 
known fact that bronchitis is more often the result 
than the cause of emphysema.’ 


Misinterpretation of Obstructive Bronchitis and 
Obstructive Emphysema 


Prevailing concepts of the interrelationship be- 
tween bronchitis and emphysema are still based 
essentially on the old theory of Laennec, namely, 
that of obstructive bronchitis leading to mechanical 
overdistention of the lungs. Recently this has been 
modified to the theory of functional airway obstruc- 
tion spoken of as “bronchial spasm” or “air-trapping” 
by disturbance of normal bronchiolar function. Even 
according to this theory, airway obstruction leading 
sooner or later to mechanical overdistention of the 
lungs is the key to the development of emphysema. 
Bronchitis and emphysema are thus assumed to be 
inseparably linked as essentially consecutive phases 
of one and the same clinicopathological process. 

In practice this interpretation has led to confusing 
the criteria that distinguished chronic bronchitis 
from emphysema. It is not possible to tell when 
bronchitis ends or when emphysema begins. Char- 
acteristic of this confusion is the fact that the same 
clinical picture described by some as chronic bron- 
chitis is designated by others as emphysema, each 
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taking for granted the presence of one or the other 
condition as a complication.* Recently the term 
“bronchospastic disease” was proposed as a way out 
of this confusion.‘ However, as this new term is 
interpreted, it is just another name for the same old 
conditions and refers to variable combinations of 
bronchitis and emphysema on the same theory of 
pathogenesis. 

It should be noted at this point that there is no 
factual evidence for the existence of bronchospasm 
in asthma, bronchitis, or emphysema, as is generally 
assumed. Nor is there any morphologic evidence of 
actual obstruction of the bronchial tree. Obstruc- 
tion to airflow is inferred on the basis of the clinical 
features, the signs and symptoms of disturbed venti- 
lation of pulmonary hyperinflation, and the viscidity 
of secretions. Clinically the distinction between 
obstructive bronchitis and emphysema is generally 
most difficult. Reliance is now put on functional 
testing, but the one test believed to be reliable for 
detecting the presence of emphysema, namely, de- 
termination of the over-all diffusing capacity, is still 
in the experimental stage.” 

The current trend to discard the term obstructive 
emphysema in order to properly emphasize obstruc- 
tive bronchitis as the primary disease is objection- 
able chiefly because of an implied association with 
bronchitis proper. There is nothing in the clinical 
entity of bronchitis as described above which im- 
plies that it usually leads to obstructive bronchitis. 
On the contrary, clinical experience indicates that 
obstructive bronchitis is more often the result rather 
than the cause of pulmonary emphysema. Certainly 
bullous change in emphysema must be considered 
conclusive evidence of bronchial obstruction, and 
both this and obstructive bronchitis are sequelae 
rather than causes of pulmonary emphysema. The 
presence of pulmonary emphysema is usually re- 
vealed first clinically by symptoms and signs due 
to bronchial obstruction. Extensive emphysematous 
changes may be present without clinical signs and 
symptoms which arise promptly upon advent of 
complicating bronchial obstruction. 

The term obstructive emphysema refers to me- 
chanical overdistention of airspaces behind ob- 
structed airways permitting more ingress than 
egress of air. This is mostly a localized process 
caused by local involvement of bronchi. It occurs 
in a great variety of pulmonary diseases, mostly in 
the absence of emphysema. It often also occurs 
as a complication of emphysema when localized 
bronchial complications aggravate the enlargement 
of airspaces due to emphysema and produce local- 
ized bullous changes. In such cases, in the presence 
of the two combined forms of airspace enlargement, 
it is often impossible to separate the distending effect 
of obstructive bronchitis from the emphysema prop- 
er (structural defects ) which we will discuss later. 
We have long emphasized the importance of recog- 
nizing the enlarged airspaces that are of mechanical 
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origin and chiefly of a localized nature. For these 
we have proposed the term “airspace disorders.” 
They are frequent clinical findings due to localized 
obstructive bronchitis, and they occur mostly in 
absence of emphysema and are often confused with 
and misinterpreted as such.° 

From the foregoing it may be concluded that the 
clinical entity of chronic bronchitis does not imply 
bronchial spasm; that obstructive bronchitis and 
obstructive emphysema are clinically indistinguish- 
able from one another; that obstructive bronchitis, 
contrary to general belief, is usually the effect of 
obstructive emphysema rather than its cause; and 
that the effects of obstructive bronchitis are better 
described as “airspace disorder,” which is not to 
be confused with emphysema proper. Accordingly, 
if chronic bronchitis does not lead to obstructive 
bronchitis and if the latter does not lead to emphy- 
sema proper, then the question naturally arises as 
to what is the nature of the clinicopathological proc- 
ess leading to pulmonary insufficiency and cor 
pulmonale. 


Manifestations of Pulmonary Insufficiency 


The basis for the above-described confusion lies, 
we believe, in wrong interpretation of the manifes- 
tations of pulmonary insufficiency as those of chron- 
ic bronchitis. In fact we lack proper terms for these 
evidences of functional disturbance simply because 
we are ignorant of the true nature of the autonomic 
functions of the lung structures; also because dis- 
turbance of these functions, as revealed by symp- 
toms and signs, is now misinterpreted as bronchial 
spasm and is assumed to be manifestations of 
obstructive bronchitis and emphysema. 

Bronchioloalveolar Dysfunction.—We believe it to 
be a reasonable assumption that pulmonary insufh- 
ciency implies disturbances in the autonomic func- 
tions of the structures at the bronchioloalveolar 
junctions. The exact nature of these functions is not 
known, but there is ample evidence that they are 
essential to normal distribution of ventilation and 
circulation throughout all parts of the lungs. The 
disturbance of this critical function implicated in 
pulmonary insufficiency may best be designated by 
the least prejudicating term of “bronchioloalveolar 
dysfunction.” The clinical symptoms and signs sug- 
gest that it includes increased bronchomotor and 
bronchosecretory activity manifesting themselves in 
chronic cough and expectoration. These symptoms 
are common with bronchitis, hence the confusion 
with the latter. Also bronchioloalveolar dysfunction 
is associated with progressive pulmonary hyperinfla- 
tion which is at first reversible but later becomes 
irreversible. Progressive dyspnea then becomes a 
prominent symptom. The combination of irreversi- 
ble pulmonary hyperinflation with bronchioloalveo- 
lar dysfunction is what we clinically recognize as 
pulmonary emphysema. In other words, clinically, 
emphysema becomes recognizable only by these 
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symptoms of bronchioloalveolar dysfunction. Bron- 
chioloalveolar dysfunction also includes disturbed 
regulation of circulation from the double blood 
supply of the lungs, which, as will be shown later, 
plays a predominant role in cor pulmonale. 

Emphysema proper is neither a morphologic nor 
a clinical entity in the strict sense. Morphologically 
the term refers to enlargement of airspaces due to 
loss of alveolar structures, i. e., confluence of alveoli 
due to loss of septal partitions. Clinically the term 
refers to pulmonary hyperinflation. In fact, airspaces 
of the lungs affected by loss of alveolar structures 
are subject to overdistention due to the exaggerated 
effect of thoracic traction upon these affected air- 
spaces. But this exaggeration of thoracic traction 
becomes effective only where the loss of alveolar 
structures is sufficiently extensive so as to result in 
lack of pulmonary reserve in the lobe or lung as a 
whole. This implies pulmonary insufficiency, the 
nature of which will be discussed next. Under these 
circumstances, as explained above, pulmonary hy- 
perinflation and bronchioloalveolar dysfunction be- 
come manifest as a result of pulmonary insufficiency. 
It will bear repetition to emphasize the following 
facts: Bronchioloalveolar dysfunction with pulmo- 
nary hyperinflation produces the clinical signs and 
symptoms of emphysema, i. e., clinically emphysema 
becomes recognizable only by the signs and symp- 
toms due to bronchioloalveolar dysfunction and 
pulmonary hyperinflation which develop because 
of pulmonary insufficiency, indicated also by onset 
of progressive dyspnea. 

Pulmonary Insufficiency.—Pulmonary insufficiency 
is a term most logically applied to what is now 
generally spoken of as lack of “pulmonary reserve.” 
Development of pulmonary emphysema due to lack 
of reserve of normally functioning lung is now com- 
monly observed clinically after surgical resections 
of large parts of the lung (lobectomies, pneumonec- 
tomies ). It has become accepted usage to speak of 
“lack of pulmonary reserve” in the remaining parts 
of the lungs as the cause of the ensuing emphysema. 
This is a notoriously unpredictable event which clin- 
ical experience has proved to be related to an as yet 
undefined factor and definitely unrelated to the 
apparent extent (amount) of remaining lung paren- 
chyma (as estimated by x-ray appearance ). Lack 
of “pulmonary reserve” in the sense just described 
is the. essence of pulmonary insufficiency which, 
when it manifests itself in bronchioloalveolar dys- 
function with pulmonary hyperinflation, produces 
the clinical picture of chronic bronchitis and/or 
emphysema. 

There are three types of reduced pulmonary 
reserve. 1. Most commonly pulmonary reserve is lost 
through the great variety of acquired diseases men- 
tioned above which obliterate large sections of lung 
parenchyma. This we have designated as “acquired 
lung defect.” ” 2. Next in incidence is the lack of 
pulmonary reserve in people of middle age or older. 
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This is the so-called involutional lung defect due 
to involutional processes which occur with aging 
of the lungs as of most organs of the body. These 
are often revealed abruptly by intervening pulmo- 
nary or extrapulmonary disease. Pulmonary conges- 
tion due to cardiovascular disease is here the most 
common cause in the aged.” 3. In a considerable 
number of patients lack of pulmonary reserve is 
revealed at an early age and cannot be accounted 
for by acquired pulmonary diseases. Here we are 
dealing with “developmental lung defects,” so desig- 
nated by us to indicate that they are not congenital 
in nature but that they originate during the period 
of postnatal development of the lungs.’ 

It lies in the very nature of all three of these 
“lung defects” that they are individually exceeding- 
lv variable. It is thus explained that “pulmonary 
reserve” is an absolutely unpredictable property of 
individual lungs. The degree of “pulmonary reserve” 
cannot be estimated from the age of the patient nor 
from the demonstrable extent of the © lividually 
acquired pulmonary involvement. 


Origin of Cor Pulmonale 


The role attributed to pulmonary emphysema in 
the origin of cor pulmonale is based on the beliet 
that the pulmonary circulation is obstructed in the 
emphysematous lung. This belief also grew out of 
misinterpretation of clinical and pathological evi- 
dence, which has been largely cleared up in light of 
recent direct observations on the pulmonary circula- 
tion. While these observations confirmed the long- 
known fact that the ultimate cause of cor pulmonale 
is pulmonary hypertension, they also revealed three 
new remarkable facts about the latter: (1) it is often 
reversible,” (2) it is related to anoxia,* and (3) it 
is associated with augmented blood flow from sys- 
temic arteries at systemic blood pressure level.” 
The implications of these facts are that pulmonary 
hypertension is functional in nature and that its 
origin is related to regulation of gas exchange and 
of blood flow from the double vascular blood sup- 
ply of the lungs. : 

The tunction regulating the pulmonary circulation 
must be conceived to be part of the autonomic 
activity of the pulmonary structures at the level of 
the bronchioloalveolar junctions. This function oper- 
ates to correlate the circulation and ventilation 
throughout all parts of the lungs, making possible 
normal pulmonary function at rest as well as in 
exercise in response to momentary metabolic de- 
mands. Pulmonary hypertension is then a part ot 
bronchioloalveolar dysfunction and as such it is 
also a manifestation of pulmonary insufficiency. 
Like the latter it is progressive, at first manifesting 
itself only on increased demand and being reversi- 
ble during rest. Eventually it becomes increased 
and irreversible also at rest. 
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Other manifestations of pulmonary insufficiency 
(emphysema, anoxia) are often found associated 
with pulmonary hypertension, but their relationship 
is only indirect. Perhaps that which is most closely 
related to pulmonary hypertension is augmented 
blood flow from the systemic arteries. This suggests 
that systemic blood pressure transmitted mostly 
by way of anastomoses between pulmonary and 
bronchial arteries probably plays the key role in 
the origin of pulmonary hypertension. 

Emphysema by loss of alveolar structures, pulmo- 
nary hypertension, and augmented blood flow from 
bronchial arteries are three combined findings most 
frequently observed in cor pulmonale. The usual 
interpretation has been that the sequence of events 
is emphysema, hypertension, and finally augmented 
systemic blood flow. Recent observations in so- 
called intralobar bronchopulmonary sequestration 
due to anomalous systemic arteries of congenital 
origin have demonstrated the reverse sequence of 
events, i. e., emphysematous changes resulted from 
changes in blood supply. Similar emphysematous 
changes have been observed also in lungs with hypo- 
plastic (diminutive ) pulmonary arteries leading to 
marked increase of bronchial blood supply. In many 
cases we have followed the development of emphy- 
sema in previously normal lung areas under pleural 
thickening through which systemic blood flow in- 
creased in lung areas so affected. Here too, we 
believe the sequence of events was most likely one 
where emphysema resulted from changes in blood 
supply. 

We have postulated that changes from pulmonary 
to systemic blood supply in any lung area may so 
affect the bronchioloalveolar structures as to dis- 
turb their functions and result in their eventual 
atrophic disappearance (emphysema) with all the 
sequelae previously discussed. Referring to these 
and related phenomena (clubbing, polycythemia ) 
in recent publications, one of us '° suggested that 
the autonomic function of the bronchioloalveolar 
structures is regulated by a hormone carried to the 
lungs only by venous blood in the pulmonary arterial 
vascular bed. Interference with this autonomic func- 
tion over a large part of the lungs will manifest 
itself in all the evidences of pulmonary insufficiency 
discussed above. In final analysis then, cor pul- 
monale, too, would have its origins in pulmonary 
insufficiency, i. e., loss of pulmonary reserve. 


Recent Changes in Etiology 


In the decade following the advent of modern 
chemotherapy there became discernible a sharp 
drop in mortality from acute and subacute broncho- 
pulmonary infections, while at the same time there 
occurred a sharp rise from cor pulmonale which has 
since then persisted. The connection between these 
events is obvious. More patients suffering from pre- 
viously fatal bronchopulmonary infections now sur- 
vive, later to become victims of pulmonary insuffi- 
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ciency leading to cor pulmonale. In fact this is true 
even of patients with far-advanced pulmonary tu- 
berculosis whose life is prolonged by chemotherapy. 
In the latter, as well as in those with some destruc- 
tive bronchopulmonary suppurations, there are 
demonstrable residues of fibrosis and emphysema 
which indicate the process leading to pulmonary in- 
sufficiency and cor pulmonale. A different effect of 
chemotherapy on inflammatory processes in the 
lungs was discussed by one of us '’ recently under 
the title “Chemotherapy and ‘Vanishing Lungs.’” 
Clinical observations indicate that chemotherapy 
often produces emphysematous changes, probably 
by preventing dense fibrosis and favoring resolution 
and self-cleansing of the affected parts. We believe 
it is a reasonable inference that the same effect due 
to chemotherapy occurs to lesser degrees in a great- 
er portion of cases which escape detection. Our 
observations lead us to infer that, in many cases in 
which bronchopulmonary inflammatory diseases 
have been attenuated by chemotherapy, subclinical 
forms of such acquired lung defects remain. By in- 
sidious protracted progress these become apparent 
much later, mostly in middle-aged patients present- 
ing clinical features now generally recognized as 
chronic bronchitis and/or emphysema. 

Even more characteristic of the present era is the 
prominent role of so-called irritative bronchitis 
from air pollution in the origin of chronic bronchitis 
and emphysema. In fact these two conditions are 
now increasingly spoken of as smokers’ diseases.'* 
Tobacco smoke is now looked upon as a most in- 
tense form of inhaled polluted air. Furthermore, 
“jrritative bronchitis” resulting from air pollution 
has been prominently mentioned as a cause of pul- 
monary insufficiency in such diverse conditions as 
coal miners’ dyspnea '* and the attacks of fatal pul- 
monary insufficiency during the recent London 
smog.'* In both instances we are dealing with in- 
jury to bronchioloalveolar structures which remains 
latent at the time of occurrence and later becomes 
manifest by subsequent cumulative effects. Clinical 
and pathological observations indicate that inhala- 
tion of injurious air pollutants may also cause dam- 
age to bronchioloalveolar structures that affects their 
function and results ultimately in pulmonary insuffi- 
ciency. 

It would appear then that in the present era of 
medicine there is an increasing incidence of insidi- 
ous protracted development of pulmonary insuffi- 
ciency due to the delayed effects of pulmonary in- 
fections attenuated by chemotherapy and to the 
cumulative effects of inhaled air pollutants. The 
number of people subject to the effects of these 
two new sources of pulmonary damage is very large 
when compared even with the present increased 
incidence of pulmonary insufficiency. Furthermore, 
there are very great individual differences in the 
evolution of the latter. In the majority of cases pul- 
monary insufficiency develops only with advancing 
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age and depends obviously upon advent of the 
“involutional lung defect.” In a minority of cases in 
which pulmonary insufficiency develops in young 
individuals, we must assume the previous presence 
of “developmental lung defect.” 


Summary 


In the present era of medicine there is a notable 
increase in the incidence of pulmonary insufficiency 
leading to cor pulmonale. The clinical picture is 
usually misinterpreted as chronic bronchitis and/or 
pulmonary emphysema. We are dealing with the 
clinical manifestations of insidious protracted chron- 
ic pulmonary insufficiency consisting of the combi- 
nation of bronchioloalveolar dystunction (increased 
bronchomotor and bronchosecretory activity), pul- 
monary hyperinflation (emphysema) aug- 
mented pulmonary blood flow from systemic cir- 
culation (anastomoses with bronchial artery). 
Pulmonary insufficiency is an indication of depleted 
reserves of normally functioning lung parenchyma. 
In the etiology of pulmonary insufficiency in the 
present era of medicine, an important role is played 
by two new forms of damage to lung parenchyma 
which remain clinically latent: (1) respiratory in- 
fections attenuated by modern chemotherapy and 
(2) inhalation of harmful air pollutants. The latter 
includes excessive smoking. 

850 Fifth Ave. (21) (Dr. Rappaport). 
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Treatment of Sciatica and Herniated Disk.—Since sciatica may be caused by a wide variety of 
conditions, its treatment varies greatly. The treatment of sciatic pain associated with arthri- 
tis of the spine or of the articular facets, osteoporosis of the spine, Pott’s disease, spondylolis- 
thesis, malformations of the vertebrae, spinal cord tumor, metastatic carcinoma, telangiectasis 
of the cord, sacroiliac arthritis and strain, and musculoligamentous conditions relating to the 
low back, to mention only a few conditions, all have their individual problems. There can be 
little disagreement that uniformity in treatment is not to be expected in such a variety of con- 
ditions. For the treatment of herniated disk, medical measures are sufficient in most circum- 
stances. The majority of cases do not require operation. It is a mistake to regard medical 
treatment as merely preliminary to eventual operation. Medical treatment alone is sufficient 
in 75 to 83 per cent of cases. It consists of complete bed rest, analgesics, and physiotherapy 
including radiant heat and hot tub soaks. . . . Medical treatment must always be preferred in 
sciatica due to herniated disk except in those cases of completely extruded disk which have 
failed to respond to medical treatment, in instances of frequent recurrence, and in those cases 
in which the individual choice is for surgical rather than medical relief... .The duration of 
medical treatment varies from two to eight weeks, depending on the severity of the sciatic 
pain, with most patients recovering within four weeks. This compares very favorably with the 
results of surgical treatment.—B. J. Alpers, M.D., Low Back Pain and Sciatica: The Case for 
Medical Management, Medical Clinics of North America, September, 1956. 
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TRIGEMINAL NEURALGIA 


SPECIAL CONSIDERATIONS OF NONSURGICAL TREATMENT 


Joseph G. Rushton, M.D. 


and 


Hugh N. A. MacDonald, M.D., Rochester, Minn. 


It has long been recognized that the attacks of 
pain of trigeminal neuralgia may come and go for 


no apparent reason. “The duration of the attack is | 


very indefinite, from one or two hours to several 
days, and its recurrence or exacerbation is alike in 
the day or night. . . . Equally uncertain is its period 
of return. As intimated, its revisitations are some- 
times as regular as those of intermittents. But such 
instances are rare, and the interval may be a week, 
a month, a year or more... .”' 

If a remission were to occur spontaneously at 
the time that some procedure was being carried out 
for the purpose of relieving the pain, the erroneous 
impression might be gained that the pain-relieving 
procedure was effective. A brief review of the his- 
tory of various nonsurgical measures used in the 
past 100 years for the relief of pain of trigeminal 
neuralgia reveals that each agent has waxed and 
waned in favorable usage only to be replaced by a 
successor of equally dubious value. It is possible 
that the commonly occurring remission of pain has 
been an important factor in bringing about the pre- 
mature conclusion that these remedies have been 
of significant benefit in the treatment of trigeminal 
neuralgia. 

Inquiry into this matter has seemed worthwhile 
for the purposes of learning something of the nat- 
ural history of trigeminal neuralgia, as it has been 
seen at the Mayo Clinic, and of discovering whether 
spontaneous remissions of pain are of such char- 
acter as to create a problem in judging the effec- 
tiveness of a particular treatment for this condition. 
In an attempt to gain information along these lines 
we have studied the cases of 155 patients with 
trigeminal neuralgia seen at the clinic in 1953. We 
have not included the case of any patient with 
known intracranial tumor or aneurysm. 


Review of Cases 


The age of patients at onset of pain varied from 
17 to 88 years. Although the disease is properly 
considered to be one of middle and later years of 
life, we found that 19 of the 155 patients, approxi- 
mately an eighth of the total number, had noted 
onset prior to the age of 40 years. Seventy patients 
were men and 85 were women (table 1). Three pa- 
tients had noted symptoms for 30 years or more, 
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Data regarding the effects of therapy in 
trigeminal neuralgia cannot be evaluated 
without knowledge of the spontaneous 
course of the disease. Analysis of 155 cases 
showed that 78 patients had experienced 
one or more spontaneous remissions lasting 
6 months or longer and that 38 had had 
similar remissions of 12 or more months. 
This finding may have explained some re- 
ports of good therapeutic results from a 
variety of treatments, such as remissions 
lasting up to four years in 17 out of 39 pa- 
tients after the extraction of apparently 
sound teeth. In patients who allowed many 
months to elapse before they sought treat- 
ment and who enjoyed long spontaneous 
remissions it could be assumed that the 
course of the disease would be somewhat 
benign. To tell whether a proposed treat- 
ment for frigeminal neuralgia is effective 
therefore requires a post-treatment observa- 
tion period of at least six months and pref- 
erably a year. 


10 for 20 to 29 years, 26 for 10 to 19 years, 40 for 5 
to 9 years, 65 for 1 to 4 years, and 11 for less than 
1 year. From these figures it cannot be assumed 
that spontaneous “cures” do not occur, but it seems 
reasonable to assume that such occurrences are 
rare. 


TaBLe 1.—Age at Onset and Sex of 155 Patients with 
Trigeminal Neuralgia 


Patients, No. Male, No. Female, No. Age at Onset, Yr. 
17-19 
20-29 
30-39 
40-49 
50-59 
60-69 
70-79 
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The right side of the face was involved in 92 
patients and the left side in 63. Seven patients had 
bilateral involvement, and they were included in 
these figures on the basis of the side first involved. 
The initial pain was noted in the first division of 
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the nerve in only 11 patients (7 on the right, 4 on 
the left). The first division was not initially involved 
in any patient less than 50 years of age. While 
these figures concerning the side and the division 
first involved certainly have some significance, their 
interpretation is ambiguous. The remaining 144 
patients noted onset of pain in either the second 


TaBie 2.—Age at Onset and Interval Between Onset of Pain 
in the Two Sides of the Face of Seven Patients with Bilateral 
Trigeminal Neuralgia 


Interval 
Between 
Division of Onset in 
Ave at Side of Face Nerve Two Sides of 
Patient, No. Onset, Yr. Affected Face, Yr 
21 Left II 
27 Right Il 6 
33 Left Il 
37 Right II 4 
36 Right It 
50 Right III 
Left III 6 
Right II 
58 Left and Ill 3 
55 Left tik 
65 Left II 
Right Il 10 


or third division, 85 on the right side and 59 on the 
left. It was often difficult to decide that the second 
division was involved to the exclusion of the third 
and vice versa. For example, a patient might com- 
plain of pain in the lower jaw and yet be aware of 
a trigger zone at the angle of the nose on the same 
side. It was for this reason that the figures concern- 
ing the two divisions were combined. The dis- 
tribution of these figures is similar to those noted 
by others, for example Harris.’ 

The onset of pain among the seven patients who 
suffered from bilateral trigeminal neuralgia never 
occurred on both sides simultaneously. The interval 
between the onset of pain in the two sides of the 
face varied from 3 to 24 years. The ages of the 
patients when pain occurred in the first side varied 
from 21 to 65 years (table 2). Three other patients 
reported that one parent had had trigeminal neu- 
ralgia. None of the siblings of these patients had 
trigeminal neuralgia. An additional three patients 
had multiple sclerosis, and each of them stated that 
the symptoms of multiple sclerosis had appeared 
from 7 to 13 years prior to the onset of neuralgia. 
The pain was typical of trigeminal neuralgia, and 
in none of the three patients were there signs of 
motor or sensory deficit in the distribution of either 
fifth nerve. 

One patient had the singular misfortune to 
suffer from both glossopharyngeal neuralgia and 
trigeminal neuralgia. Pain in the ninth nerve oc- 
curred on the right side when the patient was 29 
years of age and was relieved that same year by 
intracranial section of the nerve. Pain in the fifth 
nerve in the right third division first occurred when 
he was 31 years old. At the age of 41 years (1953), 
the patient obtained relief of pain by undergoing 
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section of the posterior root. The relationship of 
trigeminal and glossopharyngeal neuralgia has been 
well reviewed by Brzustowicz.* 

Information concerning previous nonsurgical 
treatment for the pain of trigeminal neuralgia was 
often incomplete. Patients reported that they had 
been given “shots” or “pills,” but they did not know 
the nature of the medicaments. Treatments which 
some patients thought had given them relief and 
the number of patients thus relieved are as fol- 
lows: vitamin By», six patients; chiropractic treat- 
ment, two patients; and vitamin B,, and ultraviolet 
light, ultraviolet light alone, vitamin B,, alone, nico- 
tinic acid given orally, trichloroethylene, salicylate 
and iodide given intravenously, cortisone and corti- 
cotropin (ACTH), new dentures, vitamin capsules, 
and typhoid vaccine given intravenously, one each. 
In each case the relief was prompt enough and 
lasted long enough to create a favorable impression 
on the patient. In each case further trials of the 
same remedy failed to bring relief at a later date. 

Medical agents which failed to bring relief on 
the initial trial and the number of patients who 
tried them are as follows: vitamin B,», 12 patients; 
vitamin B,, and Protamide (a proteolytic enzyme 
prepared from hog stomach), 3 patients; trichloro- 
ethylene, 3 patients; vitamin B,, 2 patients; and 
vitamin B,, and roentgen treatment, vitamins 
B,. and A, and “calcium” both intravenously and 
orally, 1 patient each. In each case the treatment 
had been tried for one week or more. Several of the 
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Duration of remission 


Fig. 1.—Duration of remissions of pain from onset of pain 
to first surgical treatment (or 1953) and number of patients 
experiencing remission. 


substances gave relief to some patients but not to 
others. Although the information is incomplete, it 
does convey the impression that patients seemed to 
obtain relief trom a wide variety of nostrums but 
that these could not be depended on to give reason- 
ably certain or lasting relief. 
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Some type of surgical operation for relief of 
trigeminal neuralgia had been performed on 104 
of the 155 patients prior to 1953. The term “sur- 
gical operation” as used herein includes the extrac- 
tion of teeth. While the extraction of sound teeth 
for relief of trigeminal neuralgia is looked upon 
with justified disfavor, the fact had to be recog- 
nized. that 17 of 39 patients who received such 
treatment considered themselves relieved of pain 
for periods up to four years on one or more occa- 
sions. Other surgical treatments included injection 
of alcohol, 56 patients; nasal operation, 3; avulsion 
of the offending branch, 3; decompression, 2; and 
posterior root section, 1. Question might arise re- 
garding the complaint of trigeminal pain by this 
last patient after such an operation. She had had a 
posterior root section in 1949, with relief of pain. 
Three years later the pain returned on the same 
side. In 1953, at a second operation, some aberrant 
sensory fibers were found and cut, with subsequent 
relief of pain. The remaining 51 patients had not 
undergone surgical treatment for their neuralgia 
prior to 1953. 


Spontaneous Remissions 


The duration of spontaneous remissions was of 
special interest to us. It would be desirable to know 
the number of remissions experienced by each pa- 
tient and the exact duration of relief from pain. 
Unfortunately, patients are rarely able to supply 
such detailed information. However, they do seem 
able to recall the longest remission as a welcome 
oasis in a dreary desert of pain. We thought it 
possible that any treatment, surgical or nonsur- 
gical, might result in prolongation of a remission 
beyond its spontaneous duration. In an _ earlier 
paragraph we have surmised that the nonsurgical 
treatment received by our patients had little or no 
effect in providing substantial relief from their pain. 
However, since this is a point at issue and the 
information leading to this supposition is admittedly 
incomplete, it is logical to consider only those 
remissions occurring prior to any treatment. 

For those patients who had not been treated we 
considered remissions prior to 1953 (fig. 1). Ap- 
proximately half of the patients (78 of 155) had at 
least one remission of six months’ duration or longer 
and approximately a fourth (38 of 155) had a re- 
mission of one year or longer. Since these remis- 
sions appear spontaneously and unpredictably, it 
is necessary to consider them carefully in judging 
the effect of any treatment proposed to relieve the 
pain of trigeminal neuralgia. On the basis of these 
figures it is reasonable to delay judgment concern- 
ing any treatment tor at least six months and pre- 
ferably for one year from the time of its completion. 
In a study of the results of decompression opera- 
tion for trigeminal neuralgia, Love and Svien* give 
figures which would allow for a similar conclusion. 
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It seemed possible that patients having longer 
remissions might have a less severe form of the 
disease. A difficulty arises when one attempts to 
define severity. If we assume that the severity may 
be measured roughly by the time that has elapsed 
between the onset of pain and the first surgical 
treatment (or the year 1953 in our cases) we ap- 
proach an answer to this question. It is recognized 
that the patient’s decision to accept surgical treat- 
ment will depend on his stoicism, the availability 
of such treatment, and the duration of attacks as 
compared with that of remissions. Of these factors, 
the duration of maximal spontaneous remission 
seemed the most easily and accurately evaluated. 

We divided the 155 patients into four groups 
according to the length of the remission experi- 
enced as follows: (1) less than 1 month, (2) 1 month 
to 12 months, (3) 1 to 3 years, and (4) 3 years or 
more. A brief survey of these results (fig. 2) reveals 
that about 75% of the group having the shortest 


or none to 


9246 3 
Months 
From onset pain to i5* surgical treatment or to 1953 
Fig. 2.—Graph showing comparative duration of remission 
of pain. 


remissions were content to have surgical treatment 
within 12 months or less after the onset of pain. In 
contrast, no patient in the group having the longest 
remissions was willing to have surgical treatment 
in less than four years and more than half of them 
waited seven or more years. 
Comment 

A review of the cases of 155 patients with trigem- 
inal neuralgia seen at the Mayo Clinic during 1953 
showed that approximately half of these patients 
(78 of 155) had enjoyed a spontaneous remission of 
pain of six months or longer during their illness 
and that approximately a fourth (38 of 155) had 
had a spontaneous remission of one year or longer. 
It is suggested that a period of observation of at 
least six months, and preferably one year, should 
elapse before the effectiveness of any treatment be 
judged. By doing so the error imposed by spon- 
taneous remission may be lessened. 
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The time between the onset of illness and the 
presentation of the patient for his first treatment 
plus the duration of longest spontaneous remission 
will give some clue to the expected future course 
of the illness. Patients who have had trigeminal 
neuralgia for a long time and who have enjoyed 
long remissions may find that their disease follows 
a somewhat benign course. 


Mayo Clinic. 
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HEALTH PROBLEMS OF THE AGING 


A CHALLENGE TO PREVENTIVE MEDICINE 


Leroy E. Burney, M.D., Washington, D. C. 


I would like to take the World Health Organiza- 
tion’s definition of health as a text for a discussion of 
health problems of the aged. “Health is not the mere 
absence of disease or injury .. . it is a state of 
complete physical, mental, and social well-being.” 
Certainly, this definition expresses the aim of pre- 
ventive medicine for all age groups. As physicians, 
we seek this goal whether we have cast our lot with 
public health, occupational medicine, military medi- 
cine, medical education, or private practice. 

It is difficult, however, to associate old age with 
“complete physical, mental, and social well-being.” 
The concept of prevention as applied to older per- 
sons might seem to be a contradiction in terms. 
We cannot prevent aging. Moreover, the physical, 
psychological, and social problems of older persons, 
as we observe them in individual patients or particu- 
lar population groups, are so prominent as to pre- 
sent a pattern of “disability status” rather than 
“health status” of the aged. Herein lies the challenge 
to preventive medicine. 

How can the concepts of prevention be applied 
so as to convert the disabilities of aging to a satis- 
factory health status in older persons? Ideally, the 
physicians of a community and all its official and 
voluntary agencies should be allied in a concerted 
and well-integrated effort to achieve this aim. Such 
a program would have the following specific goals: 
(1) to prevent the inception of disease and injury, 
(2) to retard the progression of disease, (3) to miti- 
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The concepts of prevention must.be ap- 
plied to the problem of extending the period 
of complete physical, mental, and social 
well-being as far as possible into old age. 
The goals should be to prevent the inception 
of disease and injury, to retard the progres- 
sion of disease, to mitigate the effects of 
aging and disease, and to reduce the social 
and economic burdens of disability in the 
aging. Many chronic diseases give ample 
warning, but if screening programs are to 
succeed there must be cooperation between 
medical organizations and other community 
groups. Improvement of nursing home care 
is urgently needed. Many old people can be 
transformed into healthier, happier persons 
by simple attention to eyes, ears, feet, and 
teeth. Vigorous restorative treatment has 
often rehabilitated apparently hopeless 
handicapped people. Preventive medicine 
has an important role to play in raising the 
standards of health for old people. 


gate the effects of aging and disease, and (4) to re- 
duce the social and economic burdens of disability 
in the aging. 

None of these goals can be achieved if every 
group acts independently. This is apparent in our 
success in controlling communicable diseases in this 
country. The maintenance of safe water, milk, and 
food supplies; the development, production, and 
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application of immunizing agents; and case-finding 
and treatment of infected persons—all these preven- 
tive methods have been possible only by the joint 
efforts of official and voluntary health agencies, 
research institutions, industrial establishments, and 
practicing physicians. 


Prevention of Disease 


There are still many opportunities to prevent the 
inception of infectious diseases in the aged. It would 
appear now that the major reservoir of tuberculous 
infection is in elderly people who have had no 
recognized evidence of tuberculosis. Now that we 
have effective chemotherapy and a promising pro- 
phylactic in isoniazid, it is possible to prevent the 
inception of tuberculosis in many older persons 
through case-finding programs directed especially at 
the middle and older age groups. The effectiveness 
of such efforts, of course, will depend upon the co- 
operative efforts of official and voluntary agencies 
and practicing physicians. 

We need also to reappraise the immunization 
needs of older persons. It is easy to forget that most 
of our intensive immunization programs among chil- 
dren were initiated after the majority of our 14 
million senior citizens, aged 65 and over, had 
reached adulthood. It is true that many young adults 
received certain immunizations in connection with 
military service or industrial occupation. But it 
would be interesting to know how many of our 65- 
years-plus population have entirely escaped vaccina- 
tion against smallpox and tetanus, for example, and, 
of those previously vaccinated, how many have ever 
had a revaccination. More older people now have 
more leisure time—and their numbers will increase 
—for travel, sports, hobbies, and new types of em- 
ployment, with attendant risks of accidental injury 
and tetanus infection. Moreover, it is known that 
some communicable diseases of childhood, such as 
whooping cough and diphtheria, can be very serious 
in elderly patients. This fact was underscored by 
recent outbreaks of diphtheria in which the only 
deaths were among adults, 


Retarding Progression of Disease 


When we consider halting the progression of dis- 
ease in older persons, we are thinking primarily of 
the chronic diseases. It is a well-known fact that the 
incidence of chronic disease increases with advanc- 
ing age. This is a statistical interpretation of in- 
cidence, however; for it is obvious now that many 
cases have their incipience years before the patient 
presents himself for diagnosis and treatment. We 
know very little about the true incidence of chronic 
disease, but we are learning. Evidence is accumu- 
lating, through the application of “screening” de- 
vices, that preventive medicine has more time to 
avert serious consequences than was thought pos- 
sible only a few years ago. 
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The Memphis cytological project of the National 
Cancer Institute, for example, has amply demon- 
strated that at least five years elapse between the 
appearance of the preinvasive localized tumor and 
the development of invasive cancer of the uterine 
cervix. Some cancers are known to develop very 
slowly in the aged. Similarly, the application of 
tonometry to detect abnormal intraocular pressure 
has shown that chronic glaucoma offers at least two 
years of a development stage in which to prevent 
permanent visual damage and achieve good thera- 
peutic results in this important cause of blindness 
among older persons. Mass chest x-ray programs 
detect not only tuberculosis but also other lung 
pathology and some heart abnormalities. Some types 
of heart disease give premonitory warnings that 
could be found by screening devices. By means of a 
simple, inexpensive blood test, diabetes mellitus can 
be detected in its subclinical stages. 

It follows, then, that preventive medicine could 
exploit this valuable time factor in the development 
of chronic disease by means of intensive case-finding 
programs among supposedly healthy older people. 
It matters not to the issue whether the devices are 
employed in the physician’s office, the hospital, the 
in-plant medical service, or the local health de- 
partment. The object is to alert the patient and his 
personal physician to the presence of disease or the 
premonitory signs of disease. 

A positive result in one or more screening tests 
should lead to more than a thorough diagnostic 
examination for the specific ailments. Detection 
should lead, rather, to a comprehensive physical, 
psychological, and social evaluation of each elderly 
patient. Early and adequate treatment of the pre- 
senting illnesses is the immediate goal, but the ulti- 
mate objective is to afford the patient continuing 
medical supervision. 

While capitalizing on the opportunities offered 
by a “one-time” screening program, we must not 
overlook the fact that the oldster who “screens” 
negative to all available tests this year may present 
one or more developing illnesses next year. Further- 
more, the battery of screening tests now available 
applies to very few of the chronic diseases pre- 
dominantly present in older persons. Research 
scientists are pressing toward the development of 
additional case-finding techniques and improvement 
of existing devices. Meanwhile, in any plans for pre- 
ventive services to the aging, we must be alert to 
the limitations as well as the values of present case- 
finding techniques. We must keep the ultimate goal 
of comprehensive medical evaluation, treatment, 
and health supervision of the aging foremost in our 
thinking and planning with practicing physicians 
and community organizations. 

Preventive medicine for the aging is neither pre- 
ventive nor medicine if it does not attain this ob- 
jective of comprehensive medical care. The health 
needs of the aged cannot be met without such care. 
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By comprehensive medical care, I mean all those 
services by individual physicians and related pro- 
fessional workers, hospitals, nursing homes, and 
health departments that are required to extend the 
active life of older people. Obviously, no single in- 
dividual or organization can provide all those 
services, 

There is a growing awareness among the pro- 
fessions and the public that these services should 
be and can be planned, developed, and delivered 
by the community and its physicians—the state, the 
federal government, medical schools, and private 
organizations aiding and abetting the efforts of the 
community and the medical profession. The convic- 
tion that such community action is needed springs 
from the day-to-day experience of families, com- 
munity agencies, and individual physicians in trving 
to obtain comprehensive care for the aged. And it 
springs from the nationwide experience of older 
people, their families, and taxpaving fellow citizens 
in trving to meet the costs of disabling illness. 


Public Assistance 


In a recent study of patients in nursing homes, 
the Public Health Service found that the average 
patient is 80 vears of age and that more than half of 
the patients are supported by public assistance 
funds. Studies conducted by the Social Security Ad- 
ministration indicate that over 25% of persons ac- 
cepted tor public assistance give ill health as the 
cause of their dependency. Such findings emphasize 
the fact that old age for far too many of our people 
is almost synonymous with ill health and inadequate 
income. The economic burden of disability in older 
persons can be substantially lessened by compre- 
hensive services for the aging in their own com- 
munities. 

What can communities do in cooperation with 
their physicians to raise the health level of their older 
citizens and reduce the economic burdens of dis- 
abilitv? In the first place, they must consider the 
totality of the problem, just as the physician must 
consider the whole individual in arriving at a diag- 
nosis and instituting appropriate therapy. Since the 
health status of an older person is the sum of many 
factors, services must be planned to affect the whole 
—the physiological changes of aging and the psvy- 
chological, social, and economic factors involved in 
producing the state of ill health or good health. 

Planning for health of the aged, then, begins with 
a survey. Depending on the size and complexity of 
the problem, a survey can be made by teams rang- 
ing in size from a physician and a visiting nurse, 
supported by adequate biostatistical and clerical 
assistance, to the full complement of a community 
welfare council. In any case, the results will be far 
more satisfactory if the individuals involved repre- 
sent the community at large and the various pro- 
fessions concerned in the physical, mental, and 
social well-being of the aged. The broader the rep- 
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resentation on the survey team, the more compre- 
hensive and—in the long run—the more effective will 
be the planning and the programs. 

I want to emphasize strongly the need for active 
participation in any such surveys and programs by 
practicing physicians as individuals and as repre- 
sentatives of their medical societies. Indeed, there 
are too many instances in which needed services 
have not been developed because physicians have 
not been brought into the planning and program 
development at the earliest stages. It is all too com- 
mon an error for community groups to plan health 
programs for physicians instead of with them, with 
the result that the kev persons—the practicing physi- 
cians—in any program for care of the aging do not 
know what is expected of them, nor have they been 
consulted as to whether thev can, professionally, 
deliver the services expected. The local health officer 
also is often neglected when a steering committee 
is organized. This too is unfortunate because the 
average health department does have skills and 
resources for organizing and developing community 
programs. It is a potential source of financial and 
professional assistance, both through its contacts 
with community institutions and through state and 
federal agencies. 

In reverse, there have been equally short-sighted 
instances when public health and medical groups 
have attempted to develop community services 
without taking social welfare, industrial, and civic 
organizations in on the ground floor of their plan- 
ning. The moral of these observations is that we are 
all in this together. We cannot carry out Our re- 
sponsibilities for the health of our patients or our 
communities without the help of other professional 
people and community leaders. 

For example, one of the ideas now catching fire 
in a number of communities is the establishment 
of a “center” tor the aging, where health counseling, 
group recreation, social casework service, nutri- 
tional advice, and referral to medically approved 
sources of care are provided. | have in mind the 
kind of place that older people can consider their 
own, a place where many of their needs can be met. 
A “center” of this tvpe could eliminate the frequent 
referral of individuals from agency to agency with 
resulting contusion and trustration that often de- 
velops. Consolidated services for the aging could 
be operated by the local public welfare department 
or the health department, or both together. In com- 
munities with well-developed voluntary health and 
welfare services, it would be much more desirable 
for the united community services or the welfare 
council to operate such a center, with official and 
voluntary agencies jointly supplying whatever serv- 
ices or funds they can provide. As community or- 
ganizations are now asking the public to subscribe 
to “united giving,” so also the agencies could provide 
the greatest amounts of service to the most people 
at the least cost through a little “united giving” on 
their part. 
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Nursing and Restorative Care 


Improvement of nursing home care is urgently 
needed in many communities. Training courses for 
the operators of nursing homes can be provided as 
part of a community's comprehensive program for 
health of the aged. Agencies responsible for the 
licensing and supervision of nursing homes and re- 
lated facilities can provide many consultative serv- 
ices through local health departments. Public health 
nursing consultants, dietitians, sanitarians, and 
health educators all may have something to offer 
that will help the nursing home operators do the 
better job they would like to do in caring for their 
aged and infirm patients. The use of licensure to 
raise the standards of these homes is a practical 
point of departure, but results are more effective 
when it is not used as club but as an opening door 
to rendering services indirectly to the aging. 

Home care programs, although varving widely in 
content and method of organization, offer excellent 
opportunities in the development of community 
services for the aging. Up to the present time, home 
care services have been provided chiefly for patients 
receiving public assistance or private welfare aid. 
If the values of auxiliary medical services in the 
home—nursing, physical therapy, and housekeeper 
services, to mention a few—are ever to reach the 
majority of disabled older people, they must be so 
organized and rendered as to attract the practicing 
physician and his patients. 

No comprehensive health service for the aged will 
be complete without attention to restorative care. 
This begins with attention to the eves, the ears, feet, 
and teeth—four organs that are neglected to an 
astonishing degree in older persons. Perhaps no 
single service can do more to reduce the amount of 
care that an elderly patient needs than provision 
of a hearing aid, a new pair of glasses, better den- 
tures, or treatment of a paintul bunion. An older 
person not otherwise handicapped can trans- 
formed into a healthier, happier person by one or 
more of these simple aids. If he is otherwise handi- 
capped, he will be able to function more freely 
and to cooperate more fully in efforts to treat the 
more serious handicap. 

Of greatest importance in restorative care of the 
aged, however, is the goal each individual wishes 
to attain and will strive to attain. If health workers 
around our handicapped and bedridden older peo- 
ple continue to be satisfied just with keeping them 
alive and “comfortable,” the accumulation of dis- 
ability in the United States will never be reduced; 
instead, it will increase. If, however, we are de- 
termined to attain maximum restoration of function 
of which each patient is capable, we will reap a 
rich harvest of improved health and reduced costs 
of care. 
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Health workers in this field of restorative care are 
continually amazed at what “hopelessly” handi- 
capped people can do if they are helped to help 
themselves. At one large city hospital (District of 
Columbia General Hospital ), before active restora- 
tive services were begun, only 10% of the paraplegic 
patients were able to walk at the time of their dis- 
charge. Today, with vigorous restorative treatment, 
90% of these patients leave the hospital walking 
and capable of complete self-care. And they stay 
in the hospital only half as long as patients with 
comparable handicaps staved before restorative 
services were initiated. When we think what this 
means in terms of human values, to sav nothing of 
savings in money, we are inclined to wonder why 
we have waited so long and why so few communi- 
ties have taken up this challenge as well as others 
presented by the health problems of aging. 


Summary and Conclusions 


Planning health services for older people is part 
of the community's plan for health services to all 
individuals. It must take into account the totality 
of the older person’s particular needs, especially 
with respect to prevention of chronic disease and 
restoration of the severely disabled. Preventive med- 
icine has always been concerned with health pro- 
motion, aimed at improving the total well-being of 
the individual. Preventive medicine has been in the 
foretront of professional efforts to control disease. 

Specialists in preventive medicine must give more 
leadership in their communities to the development 
of supplementary services. This will take time. 
Nevertheless, when we recall the successes achieved 
in the earlier efforts of public health workers and 
practicing physicians to control epidemics, we can 
anticipate similar benefits to the nation’s welfare 
from joint action in health of the aging and chronic 
disease control. 

Preventive medicine stands today at a critical 
point in its long and distinguished history. We have 
greater knowledge than ever before for the diagno- 
sis, treatment, and prevention of disease. We have 
progressed far. But at this time, we need especially 
to think of medicine's role in our changing society 
and how we can shape that role for the greater good 
of society. 

Changes come slowly—almost imperceptibly. 
They are not recognized by many of us until some 
critical questions arise affecting our particular sec- 
tor in the medical world. Too often we have not 
had a part in helping to guide and direct these 
changes. If we are to have anything to say about 
them we must have ideas—imagination. We must 
do some thinking of our own as to what shall be 
preventive medicine's role in bringing to pass “com- 
plete physical, mental, and social well-being” as a 
standard of health in our country and throughout 
the world. 


J.A.M.A., Oct. 5, 1957 


TREATMENT OF LOCAL ISCHEMIA DUE TO LEVARTERENOL 
(LEVOPHED) LEAKAGE WITH PIPEROXAN 


Louis Pelner, M.D., Brooklyn, N. Y. 


Levarterenol (Levophed) bitartrate has deserv- 
edly become one of the mainstays in the treatment 
of the various types of shock due to surgery, trau- 
ma, overwhelming infections, drug reactions, and 
myocardial infarction.’ However, one of the draw- 
backs has been the extreme care necessary to avoid 
infiltration which would often result in local ische- 
mia and consequently necrosis of the skin. Even 
more baffling are the situations in which no infiltra- 
tion has occurred, yet ischemia and subsequent 
necrosis of the skin has developed. Such incidents 
have limited the use of this lifesaving drug by many 
physicians. Recently two attempts have been made 
to counteract the local ischemia resulting from infil- 
tration or extravasation of levarterenol solution by 
injecting phentolamine (Regitine) hydrochloride 
solution, either alone or with hyaluronidase.* The 
local use of hyaluronidase in this condition may 
possibly be harmful, as shown by case 1 presented 
below. In any case, it does not directly contribute to 
the satisfactory result. 

Phentolamine was not immediately available 
when the patient described in case 2 below devel- 
oped an ischemic area due to levartereno] infiltra- 
tion, so piperoxan ( Benodaine ) hydrochloride was 
tried with immediate salutary effect. 


Method of Use 


A solution of piperoxan, 5 mg. in 2.5 cc. or M4 of 
an ampul, was added to 17.5 cc. of sterile saline 
solution. The resulting dilution was 5 mg. in 20 cc. 
of solution. About 0.25 to 0.5 cc. of this solution was 
injected subcutaneously into the ischemic, cold area, 
first around the periphery and then within the area 
about 1 cm. apart. Within 30 to 50 seconds, each 
injected area developed a pink coloration and be- 
came warm to touch. More than 20 cc. may be used. 
Thirty cubic centimeters of this dilution was used in 
the patient in case 4 presented below, in which a 
very satisfactory result was obtained. 

In the instance of case 3, a higher concentration 
of piperoxan was used (10 mg. in 5 cc.) added to 15 
cc. of sterile saline solution for infiltration because 
of the large amount of levartereno] used in the in- 
fusion, 


Case Reports 


Case 1.—A 55-year-old woman was admitted to the hos- 
pital on March 23, 1957, with the complaint that 48 hours 
before she had developed a severe epigastric pain, which 
subsequently spread to both shoulders. Twelve hours before 
admission, the pain spread to both lower quadrants. The 


Attending Physician, Swedish Hospital. 


The vasodilating action of piperoxan hy- 
drochloride has an important application in 
the treatment of the local ischemia that 
results when extravasations of levarterenol 
occur during intravenous injections. The 
ischemia is marked by coldness, pallor, and 
numbness and has sometimes gone on to 
necrosis. Three case histories are given fo 
illustrate the prompt relief of the ischemia 
by piperoxan hydrochloride. The latter is 
injected subcutaneously in multiple punctures 
about the affected vein in the form of a 
solution containing 5 mg. in 20 cc. of sterile 
saline solution, and the amount needed 
varies from 20 to 30 cc. A satisfactory vaso- 
dilation occurs within one minute and is 
manifested by the return of a healthy pink 
color to the ischemic area. 


patient had a history of peptic ulcer years before, but she 
had had no pain of that type in the last few years. The 
patient was in shock and had a completely rigid abdomen. 

A diagnosis of a perforated viscus with generalized peri- 
tonitis was made, and the patient was operated on promptly. 
At operation, approximately 8 qt. of a murky fluid was 
present in the peritoneal cavity. A perforated duodenal ulcer 
was found and was closed. Without warning, cardiac arrest 
occurred. The chest was entered, and cardiac massage was 
started. A levarterenol infusion (4 cc. levarterenol in 1,000 
ce. glucose in saline solution) was given. A little difficulty 
was encountered in giving the intravenous injection because 
of the sudden drop in blood pressure. Infiltration of the 
levarterenol occurred, and the infusion was stopped. An area 
of ischemia about 12 cm. by 7 cm. was noted in the left 
antecubital fossa. Two cubic centimeters of hyaluronidase 
solution, 15 turbidity reducing units (T. R. U.) per cubic 
centimeter, was infiltrated subcutaneously in the ischemic 
area. Within 15 minutes the ischemic area was at least twice 
the original size, and within two hours it was three times 
the size. Although the heari responded to cardiac massage 
initially, it again stopped tiirec hours later. Cardiac massage 
was again instituted, and again the heart was revived. The 
patient died eight hours latcr. At the patient’s death the 
ischemic area was three times the size it had been initially. 


Case 2.—A 50-year-old man was admitted to the hospital 
on May 5, 1957, with a history that for the past three hours 
he had had severe constricting pain in the chest and left 
arm, associated with marked pallor and cold perspiration. He 
had had a severe coronary thrombosis a year and a half 
before. An clectrocardiogram was consistent with a severe 
anterior wall infarction. He was given heparin sodium and 
bishydroxycoumarin (Dicumarol), with the amount rapidly 
increased until the required concentration was reached. 
Late in the day a few ventricular extrasystoles were noted 
and administration of quinidine was started. The next day 
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the patient developed a few rales at both bases, and 2 cc. 
of mercaptomerin (Thiomerin) sodium was given. The same 
day, his blood pressure, which had been 120/80 mm. Hg, 
fell to 86/70 mm. Hg, so 2 cc. of mephentermine (Wyamine) 
sulfate (15 mg. per cubic centimeter) was given intra- 
muscularly every hour. 

The patient remained in critical condition. The next day 
he again developed precordial pain and a cold sweat, and 
the blood pressure was 60/40 mm. Hg and the pulse rate 30 
per minute. A complete heart block had developed. A levar- 
terenol infusion (4 cc. in 1,000 cc. glucose in water) was 
started, at 40 drops per minute. His blood pressure had risen 
slightly to 80/50 mm. Hg. On May 8, he was slightly better, 
when at 8:30 p. m. he suddenly complained that he did not 
have enough air and gave a loud outcry. The pulse was 
absent. Immediately artificial respiration was given, the 
levarterenol infusion was allowed to run in at a rapid rate, 
and atropine sulfate, 1/150 grain (0.00043 Gm. ), was given 
into the infusion tubing. The patient’s pulse and blood pres- 
sure responded in about five minutes. Ephedrine in oil, 1 cc., 
was given on the premise that this was a Stokes-Adams type 
of attack. The next day and the following day, the patient 
was much better, with the blood pressure remaining at 
100/60 mm. Hg and the pulse about 65-70 per minute. The 
levarterenol infusion was continued at 30 drops per minute. 

On May 10, I was called because of an infiltration due to 
the levarterenol solution. Actually there were two areas of 
infiltration, with a marked ischemic area in the left ante- 
cubital fossa measuring 13 by 8 cm., which had occurred 
six hours before, and a recent infiltration at the left wrist, 
which had occurred 15 minutes before. Each area was 
markedly blanched and cold and felt numb to the patient. 

A solution of piperoxan (5 mg. in 2.5 cc.) was added to 
17.5 cc. of sterile saline solution, and each area was infiltrated 
subcutaneously. The needle pricks were about 1 cm. apart, 
and about 0.25 to 0.5 ce. of the solution was injected in 
one place. Within 30 to 50 seconds each little injected area 
developed a pink color and the patient stated that the numb- 
ness was gone. The areas were inspected the next day and 
had a delicate pink coloration without evidence of ischemia. 
Because it was not known whether the solution of piperoxan 
would cause a drop in blood pressure, another infusion of 
levarterenol was started in the opposite antecubital fossa. 
However, this was discontinued when the blood pressure 
remained the same. The patient made an uneventful re- 
covery and was discharged on June 11, 1957. The skin areas 
involved in the infiltration were entirely normal. 


Case 3.—A 49-year-old male was admitted to the hospital 
on May 31, 1957, with a history that for the preceding three- 
month period he had had occasional precordial pain. On the 
day of admission the pain had been severe and continuous. 
He had a history of a previous attack of coronary thrombosis 
one year before, diabetes mellitus for 17 years, and blind- 
ness due to chronic glaucoma for one year. 

On admission, the patient was pale and anxious, his pulse 
was thready, but his blood pressure was 115/80 mm. Hg. 
His electrocardiogram showed a depressed ST, and depressed 
ST wave in leads Vs, Ve, and CFy. There was a deep QS 
wave in leads 2 and 3. He was given heparin and bishy- 
droxycoumarin, but complained of almost continuous chest 
pain in spite of adequate doses of opiates. 

On June 2 he complained of a sudden severe onset of 
chest pain, his blood pressure suddenly dropped to nothing, 
and the pulse became imperceptible. An infusion of levar- 
terenol (8 cc. in 500 cc. glucose in water) was finally started 
in a leg vein after several attempts to find a suitable arm 
vein proved fruitless. The patient thrashed around in bed, 
and the levarterenol infusion infiltrated in an area measuring 
15 cm. by 10 cm. This area became markedly blanched. 

A solution of piperoxan was made up, with 10 mg. of 
piperoxan being used in 20 cc. of solution. The effect was 
exactly the same as that noted in case 2. Although the pa- 
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tient died three hours later from spreading of the initial 
infarction or sustaining of a fresh infarction, the ischemic 
area had remained pink. 


Cask 4.—A 42-year-old man was admitted on June 20, 
1957, with a history of sudden onset of severe chest pain, 
dyspnea, and dizziness. He recalled two similar attacks, one 
vear and six months previously. During those episodes, he 
had been hospitalized. He was a heavy drinker. Physical 
examination revealed a desperately il! patient. The pulse 
rate could not be counted. The heart rate was 180 beats per 
minute, with apparently regular rhythm. There were bilateral 
expiratory wheezes. The liver was enlarged four fingers be- 
low the costal arch, and there was slight edema of both legs. 
The blood pressure was 96/54 mm. Hg. The admission 
diagnosis was coronary thrombosis and possible cirrhosis of 
the liver. The electrocardiogram revealed ventricular tachy- 
cardia with a rate of 196 beats per minute. The patient had 
been given digitalis at the outset, which was stopped as soon 
as the electrocardiogram was read and quinidine substituted. 
The next day, the arrhythmia continued but the patient felt 
better. 

That evening, the patient developed chest pain, associated 
with profuse perspiration, and developed shock. The blood 
pressure had dropped. Levarterenol, 4 cc. in 1,000 cc. glu- 
cose in water, was given at the rate of 30 drops per minute. 
The next day, June 22, the patient still had ventricular 
tachycardia, so that quinidine was given intramuscularly. 
The blood pressure was now 90/50 mm. Hg, and the levar- 
terenol infusion was continued. On June 23, the tachycardia 
had stopped, and the patient suddenly uttered a cry and 
became temporarily unconscious. The heart rate was 32 beats 
per minute. The electrocardiogram showed complete heart 
block, idioventricular rhythm, and T wave inversions sug- 
gestive of coronary occlusion. Administration of levarterenol 
was continued. The patient’s pulse was not of good quality. 

That morning it was noted that the patient had a blanched 
area in the region of the needle puncture. The levarterenol 
solution was removed, and alcohol wet dressings were ap- 
plied. About six hours later, when I inspected the area, it 
was noted that there was a 14 cm.-by-9 cm. area of indura- 
tion which was blanched and cold and clearly demarcated 
trom the rest of the skin. Although the solution had not 
actually infiltrated, it had extravasated through the needle 
puncture into the surrounding skin. 

A solution of piperoxan in saline solution made up exactly 
as noted in case 2 was infiltrated subcutaneously throughout 
the ischemic area. An immediate pink coloration to the skin 
was noted, and the area became warm. Thirty cubic centi- 
meters of the prepared solution was used. After the infiltra- 
tion with piperoxan, it was noted that no drop in blood 
pressure had resulted. The area was inspected daily and 
appeared entirely normal. 

The patient has been improving satisfactorily. At the time 
this paper was written the electrocardiogram showed regular 
sinus rhythm with first degree heart block; the blood pres- 
sure was 100/60 mm. Hg, and the pulse rate was 76 per 
minute. 


Prevention and Reversal of Ischemia 


In the latest literature on levarterenol, the manu- 
facturer * lists the following precautions: 1. Do not 
leave patient unattended. 2. Antecubital vein of arm 
is preferred for infusion site. 3. Avoid hand veins. 
In elderly patients or in those with peripheral occlu- 
sive vascular disease avoid leg veins whenever 
possible. 4. Avoid leakage about needle. Extravasa- 
tion may cause local ischemia and sloughing. 

In spite of all necessary care and observation, 
extravasation of the solution may still occur, even 
though the needle is firmly in the vein and has not 
been dislodged by the patient.* 
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Shapiro and Perlow “ reported six cases of skin 
necrosis after intravenous administration of levar- 
terenol. They state that the number of instances of 
severe local ischemia and transient phlebitis not as- 
sociated with skin necrosis is not known but is un- 
doubtedly much more frequent than actual necrosis. 
According to them, local infiltration and stagnation 
of the levarterenol in the vein may result in skin 
necrosis. In the latter instance, diffusion of the solu- 
tion through the wall of the vein would offer an ex- 
planation for involvement of the tissue along the 
course of the vein. 

Obviously some method of prevention of the is- 
chemia and its reversal if already present is manda- 
tory, if this remarkable drug is to remain in use. 
Shapiro and Perlow ** did some experimental work 
in dogs to answer some of these questions. Their 
work indicates that perfusion of the levarterenol 
solution through an undamaged vein wall is con- 
ceivable under conditions of sluggish circulation 
and stagnation of the blood within the veins. These 
conditions are found in the shock-like states which 
are precisely the emergencies for which levartere- 
nol is used. An acute spasm of the vein, which so 
commonly occurs after the first influx of the levar- 
terenol solution, may intensify the stagnation of 
blood. An injection of a solution without levartere- 
nol will easily overcome such an obstruction. There- 
fore, Shapiro and Perlow recommended that in clin- 
ical use a solution without levarterenol should be 
used until a satisfactory flow has been reached, after 
which transfer to the pressor solution can be made. 
Further, if the clinician is unaware of the possibility 
of an acute venospasm, he may manipulate the nee- 
dle which may increase the likelihood of perivascu- 
lar infiltration of the pressor solution. 

Shapiro and Perlow further recommend the in- 
sertion of a cannula or fine polyethylene tube high 
into the vein where the flow is more rapid than in 
the peripheral vessel and where the solution is 
quickly diluted by the large volume of blood, In ad- 
dition, they make the point that the extremity 
should be elevated to aid in the venous return which 
would also prevent ischemia of the skin due to stasis 
of the solution in the vein. They further state that 
if the levarterenol solution is required only inter- 
mittently, it is advisable to flush out the vein with 
saline solution by means of a three-way stopcock in 
order to prevent stagnation of the pressor solution in 
the vein. 

The points made by Shapiro and Perlow are inter- 
esting and useful but not widely applicable because 
of the training and the additional equipment neces- 
sary. Furthermore, it seems that extravasation of the 
levarterenol solution does not usually occur at the 
start of the infusion, but only after it has been run- 
ning for several days. Thus other factors besides 
the initial acute venous spasm must be involved. 
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Hardie and Hunter state that arteriosclerosis 
obliterans, thromboangiitis obliterans, and Raynaud’s 
disease preclude the use of levarterenol infusions. 
They state that when long-term administration is 
necessary, the drug should be given above the ante- 
cubital or popliteal fossa in a vein of adequate di- 
ameter and blood flow. A polyethylene catheter 
threaded centrally through a large intravenous nee- 
dle increases the amount of blood flow, in their 
view. They state that the nourishment of the vein 
wall should be maintained by administration of oxy- 
genated whole blood with the pressor agent or 
intermittently by a “Y” connection. Also they state 
that vasoconstriction can be relaxed by stopping the 
administration of the drug and giving oxygenated 
whole blood and by injecting hyaluronidase and 1 
to 2% procaine. 

I feel, on the basis of case 1, that hyaluronidase 
may cause the ischemia to spread before the vaso- 
dilator becomes effective. Hardie and Hunter * 
recommend that heat not be used, because it in- 
creases the metabolic demands of the ischemic 
tissue. Years ago, I° showed in an experimental 
study that procaine will partially antagonize the 
vasoconstrictor effects of epinephrine, but it is 
doubtful if it can reverse the effects of levarterenol. 

One need not go into great detail about the re- 
markable utility of levarterenol. It may be summed 
up in the quotation: “Levarterenol (Levophed ) has 
proved to be the potent and effective vasopressor 
for the treatment of hypotension and shock follow- 
ing acute myocardial infarction. In the great major- 
ity of instances the blood pressure rises promptly 
after the institution of this therapy.” '* Jamison and 
co-workers * believe that the beneficial effects of 
levarterenol are due to an increase in coronary blood 
flow, which is much greater proportionately than the 
rise in blood pressure. They claim that the oxygen 
supply of the heart muscle is increased to a greater 
extent than the oxygen utilization. 

Sampson and Griffith '* state that levarterenol ad- 
ministered by intravenous drip is the most effective 
therapy now available in combating severe hypo- 
tension and is useful in overcoming shock due to 
acute myocardial infarction, cerebral arterial occlu- 
sion, pulmonary infarction or embolism, or shock 
associated with surgical, postsurgical, or traumatic 
complications. In a footnote to their article, the 
authors made the significant observation that when 
used alone levarterenol often results in thrombosis 
and necrosis of the vein employed, at or near the 
site of injection, especially so if the drug escapes into 
the surrounding tissues. They found, however, if 10 
mg. of heparin is added to each 500 cc. of 5% glucose 
solution to which 8, 12, or even 16 mg. of levartere- 
nol has been added, it will prevent thrombosis or 
necrosis of the veins, They state that even if a small 
amount of the solution should escape into the tissue 
the resulting inflammatory reaction does not pro- 
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gress to necrosis. If these findings can be duplicated, 
then the problem of administration of levarterenol 
is indeed solved. However, many of the patients 
given levarterenol have been given heparin and 
bishydroxycoumarin, and extravasation of a solution 
of levarterenol still caused ischemia and subsequent 
necrosis in some instances. Perhaps the concentra- 
tion of heparin actually given in the levarterenol 
solution is greater than would be the concentration 
of heparin in the ischemic area when heparin is 
given intramuscularly. Nevertheless the method of 
administration of Sampson and Griffith is certainly 
worth a trial. 


Treatment of Ischemic Area 


The methods of treatment used for the ischemic 
area after levarterenol infiltration or extravasation 
have until recently proved largely unsuccessful. In- 
jections of hyaluronidase and procaine ° in the is- 
chemic area did not prevent necrosis. Nourishment 
of the vein wall by transfusions of oxygenated whole 
blood has not changed the picture.’ Recently two 
articles have appeared describing a treatment that 
has proved successful. 

McGinn and co-workers used infiltration of 
phentolamine (Regitine) hydrochloride and hyalu- 
ronidase and Zucker *” used phentolamine alone into 
the ischemic area caused by levarterenol infiltration. 
Phentolamine is a physiological antagonist to levar- 
tereno] and is used in the diagnosis of pheochromo- 
cytoma, a tumor of the adrenal medulla, which pro- 
duces levarterenol. Both of these articles describe 
the use of 5 mg. of phentolamine in 20 cc. of water, 
in One case with a solution of hyaluronidase and in 
the other without, as an injection into the ischemic 
area. Based on the results of my first case in this 
report (case 1), | should be hesitant to use hyalu- 
ronidase, since it will cause not only a diffusion of 
phentolamine but a widespread diffusion of the levar- 
terenol as well. In any event, multiple infiltrations of 
a solution of phentolamine alone work just as well. 
According to the two articles, injections of phentola- 
mine result in a “pinking out” of the ischemic area in 
from five to seven minutes. 

At the time of my first treated case (case 2), 
phentolamine was not available to us at the hos- 
pital. We did have piperoxan (Benodaine) hydro- 
chloride, and since this drug is also a physiological 
antagonist to levarterenol,* we used this in the 
dosage of 5 mg. in 20 ce. of sterile saline solution 
by multiple subcutaneous infiltration. A pink color- 
atiun developed in the ischemic area almost at 
once (30 to 50 seconds), and the area recovered 
completely in each case. Because of the massive 
dose of levarterenol used in case 3, 10 mg. of 
piperoxan in 20 cc. of solution was used as the 
infiltrating agent. Whether 5 mg. in 20 cc. would 
have been enough is not known. 
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In case 2, we were afraid to use the piperoxan 
solution to infiltrate the ischemic area before start- 
ing another infusion of levarterenol in the opposite 
arm. This precaution proved not to be necessary in 
this or in the other cases, because piperoxan has no 
effect on normally mediated blood pressure but has 
an effect only on blood pressure elevation associated 
with levarterenol secretion, as in pheochromocy- 
toma. 

Summary 


Three patients with marked ischemia of the skin 
as the result of infiltration or extravasation of a 
solution of levarterenol (Levophed ) bitartrate were 
treated with infiltration of a solution of piperoxan 
(Benodaine) hydrochloride. A satisfactory reversal 
of the ischemia resulted in each of the cases in which 
it was tried. 


Dr. Emanuel Schwartz, Attending Physician at the Swed- 
ish Hospital, Brooklyn, N. Y., gave permission to report case 
4, in which treatment was under his direction. 
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ROUTINE MEASUREMENT OF RESPIRATORY RATE 
AN EXPENSIVE TRIBUTE TO TRADITION 
Ross C. Kory, M.D., Wood, Wis. 


The measurement of the respiratory rate in hospital 
patients has been a routine procedure for many years. 
At the turn of the century a large number of hospital 
patients were admitted for acute infectious diseases, 
such as typhoid, malaria, and bacterial pneumonias. 
Since precise diagnostic procedures were not available 
and since therapy for most of these diseases was non- 
specific and “expectant,” serial observations of the 
“vital signs” were of great clinical importance. Under 
such conditions, frequent measurements of the respira- 
tory rate served as a valuable prognostic aid. 

As medical knowledge has increased, however, with 
improved methods of diagnosis and treatment, the 
routine repeated measurement of the respiratory rate 
is of clinical value in only a small percentage of hos- 
pital cases. Nevertheless, the tradition has been firmly 
established, and hospital patients continue to have 
their respiratory rate recorded, as a matter of routine, 
along With the body temperature and pulse rate. Since 
this measurement has not been of particular incon- 
venience to physicians, the tradition has been per- 
mitted to continue unchallenged even though the 
physicians themselves rarely show interest in such 
measurements. As a result of this indifference, the 
nurses have been increasingly casual in their measure- 
ment of respiratory rates, so that, in many cases, a 
routine figure is recorded, no actual measurement 
having been made. 

It is the purpose of this study (1) to reexamine the 
clinical value of the routine measurement of the re- 
spiratory rate, (2) to assess the accuracy of such 
measurements in representative hospitals, and (3) to 
point out the approximate annual cost of personnel 
time used in this routine procedure in our hospitals. 

Respiratory rates can be abnormal in only two ways 
—an increased respiratory rate (tachypnea) or a de- 
creased respiratory rate (bradypnea). The chief con- 
ditions in which the respiratory rate increases are 
pneumonia, pleurisy, other painful conditions of the 
chest wall, any condition which obstructs the air pas- 
sages, fever, anemia, congestive heart failure, meta- 
bolic abnormalities, neurogenic and psychogenic 
defects, limitation of the depth of inspiration as in peri- 
tonitis or increased intra-abdominal tension, and con- 
ditions which increase the carbon dioxide tension of 
the blood.’ In none of these is tachypnea per se either 
diagnostic or of great help in management, although 
observation of the character of the respiration is some- 
times helpful. It should be noted that “an increased 
[respiratory] rate is often observed in the normal 
person because of embarrassment or the emotional 
distress occasioned by the examination.” '“ 


From the Investigative Medicine Service, Veterans Admin- 
istration Hospital, Wood, Wis., and the Department of Medi- 
cine, Marquette University School of Medicine, Milwaukee. 


The routine repeated measurement of the 
respiratory rate is of clinical value in less than 
5% of patients in a hospital, and furthermore 
physicians themselves zarely show an interest 
in such measurements. As a result of such in- 
difference, nurses have been increasingly cas- 
val in their measurement of respiratory rates, 
and, in many cases, though a figure is recorded, 
no actual measurement was made. In one care- 
fully controlled experiment measurements of 
respiratory rate were carried out in 58 patients 
within minutes of the routine ward measure- 
ments. The ward records showed 57 of these 
patients as having a rate between 18 and 22 
per minute; 40 having a rate of exactly 20. The 
real range was from 11 to 33 per minute, only 
five patients showing a rate of 20. If recording 
the respiratory rate is important, the character 
of the breathing is of equal importance. Nursing 
personnel should recognize abnormal breathing 
patterns and bring these abnormal findings to 
the attention of the physician. It is suggested 
that routine recording of respiratory rates be 
limited to those cases or on those hospital 
wards where the physician specifically orders 
such measurements. This not only would im- 
prove the accuracy of the measurements and 
clinical records but also would save millions of 
hours of personnel time each year. 


A decreased respiratory rate is seen in such condi- 
tions as lowered metabolism, drug narcosis, shock, 
and head trauma in which there is a marked increase 
in intracranial pressure." In the latter three conditions 
the respiratory rate may be quite important, but of 
equal importance is the character of the breathing. It 
is particularly important that nursing personnel 
recognize at an early stage such abnormal breathing 
patterns as dyspnea, stridulous breathing, the deep 
sighs of emotional tension, Kussmaul'’s respiration, 
and respiration of either the Cheyne-Stokes or Biot 
type and that such abnormal breathing be brought 
to the attention of the physician. 


Clinical Usefulness of Routine Measurements 


In order to evaluate the clinical usefulness of 
routine measurements of respiratory rate, two ap- 
proaches were used (table 1). A survey of 200 un- 
selected consecutive clinical records at the Veterans 
Administration Hospital, Nashville, Tenn., was carried 
out in which each record was carefully reviewed and 
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the day by day condition of the patient evaluated as 
to whether measurements of the breathing rate would 
be of any value. This evaluation was conservative, 
including, for example, a blanket assumption that 
respiratory rate measurements would be of value for 
several days after each operative procedure, however 
minor. Even with this conservative approach, the 
survey revealed that in a total of 5,006 patient days, 
there were only 238 days (4.7%) in which measure- 
ments of the respiratory rate were of any clinical value. 
A similar survey of 100 consecutive unselected clinical 
records at the Veterans Administration Hospital, 
Wood, Wis., suggested that respiratory rate measure- 
ments were needed in only 204 (3.3%) of 6,169 total 
patient days. 

The second approach was carried out by means of 
direct questioning of the 40 physicians directly re- 
sponsible for the care of 1,067 patients in the Veterans 
Administration Hospital, Wood, Wis. These patients 
were distributed as follows: medical, 378; surgical, 
322: tubercular, 160; and neuropsychiatric, 207, Each 
physician was asked how many of the patients directly 


TasLe 1.—Evaluation of Proportion of Total Patient Days in 
Which Serial Measurements of Respiratory Rate 
Are of Clinical Importance 

Patient Days in 
Which Respiratory 
Rate Measurements 

Were Clinically 
Total Useful 
No. of — 


No. % 
of Days of Total 
4.7 


Hospital 
Type of Where Study No. of Patient 
Study Was Conducted Patients Days 


Review of Veterans Hospital, 2) 5,006 238 
hospital Nashville, Tenn. 
charts 

Review of Veterans Hospital, 100 6,169 204 3.3 
hospital Wood, Wis. 
charts 

Poll of 40 Veterans Hospital, 1,067 1,067 19 4.6 
physicians Wood, Wis. 


responsible 

for patient 

care 
under his care would need to have measurements of 
respiratory rate taken in the event that routine measure- 
ments were elimin ted. Each doctor was urged to in- 
clude any patient in whose respiratory rate he was 
interested for any reason whatsoever, Even with this 
urging, there were only 49, or 4.6%, of a total of 1,067 
hospital patients for whom the patient’s physician 
considered repeated respiratory rate measurements of 
any clinical importance (table 1). 

These studies, although carried out independently, 
show remarkable agreement and strongly suggest that, 
in a general medical and surgical hospital, measure- 
ments of respiratory rate are of clinical usefulness in 
less than 5% of the patient days. 

Accuracy of Routine Measurements 

The lack of medical interest in respiratory rates has 
resulted in apathy on the part of nurses toward this 
measurement. In many hospitals “respirations” are 
measured in a perfunctory manner and are likely to 
be highly inaccurate. These inaccuracies were re- 
peatedly demonstrated by comparison of measure- 
ments of respiratory rates taken in studies on patients 
in a cardiopulmonary laboratory with those measure- 
ments routinely recorded in the clinical record of the 
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same patient on the same day (fig. 1). The routine 
measurements of rates recorded on the ward records 
were between 18 and 22 per minute in 49 of the 51 
patients studied, and 34 of the rates were charted at 
exactly 20 per minute. In contrast, the respiratory rates 
carefully measured in the cardiopulmonary laboratory 
on the same patients on the same day ranged from 10 
to 35 per minute. Figure 1 illustrates the absence of 
correlation between these sets of measurements. 

In order to duplicate the conditions as nearly as 
possible, careful measurements of respiratory rates 


35 
© = RESPIRATORY RATE AS MEASURED AND CHARTED ROUTINELY BY WARD PERSONNEL 


@ = RESPIRATORY RATE CAREFULLY MEASURED IN A CARDIOPULMONARY LABORATORY 


MINUTE 


RESPIRATIONS PER 


RATE IN 


RESPIRATORY 


¢ 51 PATIENTS —> 


Fig. 1.—Comparison of respiratory rates measured in cardio- 
pulmonary laboratory with routinely recorded ward “respira- 
tions” for same patients on same day. 


were carried out at intervals during one day on all 
patients on one acute medical and one acute surgical 
ward. Our measurements were made either a few 
minutes before or a few minutes after the routine 
temperature, pulse, respiration measurements 


38 PATIENTS > 

Fig. 2.—Comparison of respiratory rates, carefully measured 
on the ward for this study, with routinely recorded ward re- 
spiratory rates. In all patients, the careful respiratory rate meas- 
urements Were made within a few minutes of the routine taking 
of “temperature, pulse, and respiration” by ward personnel. 


(fig. 2). In this entirely separate group of patients, 
the routinely recorded ward respiratory rates were 
between 18 and 22 per minute in 57 of 58 patients, 40 
of these being recorded as exactly 20 per minute. In 
this group, our carefully measured rates ranged from 
11 to 33 per minute with no correlation between the 
two sets of measurements. It should be further noted 
that two patients were found by us to exhibit typical 
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\Cheyne-Stokes respiration. No notation of this fact 
‘was found in either patient's clinical record, although 
the respirations were charted faithfully at 20 per 
minute on both patients. 

The data obtained in these two studies strongly sug- 
gest that the routine respiratory rates recorded on the 
wards are much more likely to be 202 per minute 
than to represent the correct respiratory rate. In order 
to test this thesis, the clinical records of 148 patients 
at Veterans Administration Hospital, Nashville, Tenn., 
and 100 patients at Veterans Administration Hospital, 
Wood, Wis., were checked for the total number of 
respiratory rates measured in the patient and for the 
number of these rates which fell between 18 and 22 
per minute (table 2). Of the 6,953 recorded respira- 
tory rates in 148 patients at Thayer Veterans Adminis- 
tration Hospital in Nashville, 6,532, or 94%, ranged 
between 18 and 22 per minute. Of 6,757 respiratory 
rate measurements in 100 patients at Veterans Ad- 
ministration Hospital, Wood, Wis., 6,363, or 94%, 
were within the 18 to 22 range. The fact that only 6% 
of 13,000 respiratory rates as recorded were outside of 
the 18 to 22 range is further evidence that the recorded 


TasLe 2.—Evaluation of Accuracy of Routine Respiratory Rate 
Measurements 
No. of Recorded 


Respiratory Rates 
Total Between 18 and 2? 


No. of per Min. 
Respir- — ~~ 
Hospital atory No. of 
Type of Where Study No. of Rates Measure- % 
Study Was Conducted Patients Measured ments of Total 
Review ot Veterans Hospital 148 6,953 6,532 4 
hospital Nashville, Tenn. 
charts 
Review of Veterans Hospital, 100 6,757 6,363 94 
hospital Wood, W 
eharts 


measurements are unreliable, particularly since the 
normal range for males is more nearly 14 to 18 per 
minute than 18 to 22.* 


Yearly Cost of Personnel Time 
Used in Unnecessary Measurements 


The average daily patient population (excluding 


neuropsychiatric patients) in United States hospitals 
is in excess of 650,000. If 5% of these (32,500) are 
assumed to need respiratory rate measurements, over 
600,000 patients would appear to be receiving un- 
necessary routine resniratory rate measurements each 
day. If we make the conservative assumptions (1) 
that the 600,000 patients will receive an average of 
only one measurement a day and (2) that this meas- 
urement, together with the charting, will require only 
one minute's time, it still follows that 600,000 minutes 
of personnel time is devoted each day to this needless 
measurement. These daily 600,000 minutes represent 
3,650,000 hours per year of wasted time of nurses and 
nursing assistants, both of whom are in extremely 
short supply in our hospitals. If a further conserva- 
tive assumption is made that the average salary of such 
personnel is $1.50 per hour, the monetary expression 
of this annual wasted time is over $5,500,000. 
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Comment 


Our data have indicated that measurement of res- 
piratory rate serves a useful purpose in less than 5% 
of patient days and that the routinely recorded 
respiratory rates are highly inaccurate. Both of these 
statements have long been recognized by many physi- 
cians, but no systematic effort has reviously been 
made to analyze this problem. 

The repeated appearance in patients’ hospital 
records of such inaccurate and unreliable data can 
never be defended as “good medical practice.” The 
complete omission of such data would appear to repre- 
sent better medical practice than does perpetuation 
of these erroneous records. It should be emphasized 
that respiratory rate measurements may be important 
in certain types of patients. In these as well as_other 
patients the observation of the character of the breath- 
ing is at least as important as measurement of the rate. 

It is proposed, therefore, that measurement of 
respiratory rate be continued in those cases or on those 
wards where the physician specifically orders that 
such measurements be made but that measurement of 
respiratory rate be eliminated as a “pan-hospital” 
routine. It is further proposed that the character of 
the patient’s breathing be observed and recorded along 
with an accurate measurement of respiratory rate in 
those patients who need such measurements. 


Summary and Conclusions 


The data herein presented demonstrate that each 
year over 3,500,000 hours of personnel time (represent- 
ing over $5,500,000) are devoted to an unreliable, 
largely useless routine which has been continued in 
hospital procedure wholly because of tradition. The 
thesis espoused in this report is that the elimination of 
these routine measurements would in itself improve 
medical practice and patient care, by eliminating er- 
roneous information from patients’ hospital records 
and by freeing nursing personnel for more important 
duties. In place of this routine, the physician would 
specify those patients or particular wards in which 
he considered close observation of respiration neces- 
sary. The nurse, in turn, would observe the character 
as well as the rate of the “respirations” in such patients. 
Such a proposal should result in improved patient 
care and more accurate medical records and at the 
same time save over 3,500,000 hours of personnel time 
each year in United States hospitals. 
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CLINICAL NOTES 


TERMINAL BLOOD ALCOHOL CONCENTRATIONS IN NINETY-FOUR 


FATAL CASES OF 


ACUTE 


ALCOHOLISM 


Sidney Kaye, Ph.D. 


and 


Harvey B. Haag, M.D., Richmond, Va. 


The observations reported herein were made for the 
purpose of obtaining additional data on (a) the 
terminal blood alcohol levels of persons dying from 
uncomplicated acute alcoholic poisoning and (b) the 
interval of time between discovery of the patient in a 
comatose state (or time of last known alcohol inges- 
tion) and death. From these combined data, an esti- 
mate, based on the rate of alcoho! elimination, can 
then be made as to the probable magnitude of the 
antemortem blood alcohol concentrations. Such 
knowledge may influence the prognosis in cases of 
alcoholic intoxication and, from the medicolegal point 
of view, assist in more accurately establishing death 
as being due to acute alcoholic intoxication. Pertinent 
information and discussion on these matters is limited 
largely to publications of Jetter' and Jetter and 
McLean.” 

During the period 1948-1955, we have had oppor- 
tunity to study 94 cases in which the histories, medical 
examiners reports, gross and microscopic postmortem 
findings, and chemical analyses ruled out other 
recognizable common causes of death except acute 
alcoholism. The majority of these victims were males 
between 25 and 50 years of age who were alcohol 
habitués and who had died a number of hours after 
appearance of coma or last known ingestion of alcohol. 
All the deaths occurred in Virginia. Blood for alcohol 
level determinations was drawn from the heart within 
eight hours after death. Alcohol concentrations were 
determined by a modification of the Nicloux method.’ 
The interval between time of coma (or last alcohol 
ingestion) and death was obtained from the medical 
examiners’ reports; understandably many of these 
figures represent, by and large, approximations, in view 
of which only the range of figures is given. The results 
are tabulated in the table. 

Study of the table reveals, first, that in this group 
terminal blood alcohol values ranged from 180 to 
600 mg. per 100 ml. of blood and, second, that the 
blood alcohol concentration at death was found to be 
inversely related to length of survival. One of us ' 
found, from a study of nine human volunteers, that 
the blood alcohol level decreased at an hourly rate ot 
22+5 mg. per 100 ml. of blood; this is in keeping with 
the figures given by Harger and Hulpieu ° and Jetter.' 
Hence, assuming that the blood alcohol concentration 

From the departments of legal medicine and pharmacology, 
Medical College of Virginia and Office of the Chief Medical 
Examiner, State of Virginia. 


falls at a rate of approximately 20 mg. per 100 ml. of 
blood per hour, then, from the known duration of sur- 
vival after coma and the terminal blood alcohol values, 
one can calculate the probable antemortem blood alco- 
hol level at about the time the patient was first seen in 
coma (or known to have had his last drink). When this 
computation is made with the various time intervals 
and terminal blood alcohol values noted in our cases, 
calculated average antecedent values agree very well, 
i. e., about 500 mg. per 100 ml. of blood for those 
dying in 10 to 16 hours, to 600 mg. per 100 ml. for 
those dving within 1 to 2 hours. This does not mean 
necessarily that higher values may not have existed. 
These findings are in keeping with observations and 
opinions reported by others.” Jetter,' for instance, cites 
one case in which the patient died about three hours 
after drinking two to three pints of whisky; the term- 


Terminal Blood Alcohol Concentrations in Ninety-four Patients 
with Acute Alcoholism 


Aleohol Values, Mg./100 Ml. 


~~ Time Lntervalt 


Range Median* Patients, No. to Death, Hr. 
180-250 4 10-16 
250-300 15 8-12 
300-350 330+ 14 Is 6-10 
350-400 30016 13 6-10 
400-450 4302212 i4 3-8 
450-500 47014 3-8 

200-550 14 7 1-4 
550-600 8 1-2 


* Median for “4 patients = 4002100 mg. alcohol per 100 ml. of blood. 
+ Time interval between discovery of patient in comatose state (or time 
of last aleohol ingestion) and death. | 


inal blood value was 720 mg. of alcohol per 100 ml. of 
blood. In a second case, the patient died 18 hours 
after onset of coma; the postmortem blood alcohol 
concentration was 40 mg. per 100 ml. Hence it would 
appear that death need not (and probably seldom 
does ) ensue at the height of the blood alcohol concen- 
tration but can follow hours later (due probably to 
irreversible and progressive central nervous system 
injury initiated at the time of the high level of alcohol). 
During this interval, considerable amounts of alcohol 
are metabolized and excreted, the blood alcohol con- 
centration thus being lowered to that which is found 
on postmortem examination. These observations are 
substantiated by results obtained with animals,’ in 
which it was noted that death almost never occurred 
at the peak blood alcohol level after oral alcohol 
administration with just fatal doses. In all probability, 
a similar situation exists with respect to other central 
nervous system depressants, notably the barbiturates. 
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Jetter ' further states that in about 2,000 cases in 
which antemortem blood alcohol level estimations 
were done, he had never seen survival when the ante- 
mortem blood alcohol value was above 500 mg. per 
100 ml. blood. In only three of his cases were post- 
mortem blood alcohol values 500 mg. per 100 ml. or 
above. In over 4,000 examinations that we have made 
during the past eight years, we have never encounter- 
ed a postmortem alcohol value in excess of 650 mg. 
per 100 ml. of blood. 


Summary and Conclusions 


Ninety-four patients with uncomplicated fatal acute 
alcoholism were found to have terminal blood alcohol 
concentrations ranging from 180 to 600 mg. per 100 
ml. of blood. These values varied inversely with the 
length of time of survival after discovery of the patient 
in coma (or after the last drink ); that is, the longer the 
period of survival, the lower the terminal blood alco- 
hol value. Calculated antemortem concentrations at 
some previous time varied between 500 and 600 mg. 
of alcohol per 100 ml. of blood. From this, and in keep- 
ing with the findings of others, it appears that patients 
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with levels of alcohol of about 500 mg. per 100 ml. of 
blood and above are foredoomed, in the absence of 
effective therapy, although at death the blood alcohol 
value may be only a fraction of this figure. 
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A SIMPLE, INEXPENSIVE COLOSTOMY APPLIANCE 
Sidney Hirsch, M.D., Cedarhurst, N. Y. 


A simple, inexpensive colostomy appliance can be 
made by using common 40-gauge clear plastic, from 
which the rear window of a convertible car is usually 
made. This material is soft and pliable and molds 
itself nicely to the abdominal contour. It is easily cut 
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Fig. 1.—Disk of 40-gauge clear plastic, with Dot Snapper 
fastener at either end. 


Fig. 2.—Colostomy appliance, showing plastic bag fitted 
through center opening of disk and webbed elastic strap fas- 
tened at each end. 


so that its central opening can be made quite large to 
allow its use shortly after the performance of the 
colostomy when the external portion of the intestine 
is still quite large because of the edema. 

The clear plastic is cut from a sheet in the design 
shown in figure 1. At either end is a Dot Snapper 
fastener. To one end the webbed, elastic strap is 
fastened and to the other end the Dot buckle. The 
usual plastic bag fits through the central opening and 
its ends turn over the circular portion of the plastic 


disk (fig. 2). 
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GRADUATE MEDICAL EDUCATION IN THE UNITED STATES 


ANNUAL REPORT AND DIRECTORY OF APPROVED INTERNSHIPS AND RESIDENCIES, AND RESUME 
OF THE REQUIREMENTS OF EXAMINING BOARDS IN THE MEDICAL SPECIALTIES 
PREPARFD BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 
OF THE AMERICAN MEDICAL ASSOCIATION 


Arthur N. Springall, M.D., John Hinman, M.D., and Willard V. Thompson, M.D. 


ANNUAL REPORT 


The 31st Annual Report on Internships and Resi- 
dencies consists of detailed information and statistical 
data on all intern and resident training programs ap- 
proved by the Council. Approval is limited to programs 
in hospitals located in the continental United States, 
the Canal Zone, Hawaii, and Puerto Rico. The report 
is composed of statistical tables on internships and 
residencies with detailed explanations and interpreta- 
tions; a statement regarding the National Intern 
Matching Program; a brief description of the Intern- 
ship Review Committee and the various residency re- 
view committees and their activities; a brief paragraph 
on foreign medical graduates; a statement of policy 
regarding straight internships; and a résumé. 

The Directory of Approved Internships and Resi- 
dencies is published immediately following the report. 
The hospitals which offer an»vroved intern training 
programs are listed according to geographical location. 
Information given consists of the hospital control, 
number of hospital beds, number of annual admissions, 
autopsy rate, length of internship. stinend) and num- 
ber and types of internships cffered. Hospitals are also 
listed according to types of internships offered. A list 
of internships in Canada approved by the Canadian 
Medical Association is included. 


The residency section lists the hospitals approved 
for residency training according to specialties. In ad- 
dition to the statistical data presented, the names of 
the chiefs of services are listed, and additional infor- 
mation is included similar to that given in the intern- 
ship section. A subsequent listing by state and city 
indicates the specialties for which each hospital is 
approved. 

The entire report is based on detailed information 
furnished by each hospital approved for intern and/or 
resident training. The statistical data in the tables 
represent the intern and resident situations as of Sept. 
1, 1956. These figures, therefore, may be in some in- 
stances at variance with those presented in the Direc- 
tory of Approved Internships and Residencies, as the 
latter refer to appointments beginning July 1, 1958. 

The Council acknowledges with gratitude the co- 
operation and assistance of the medical staffs and the 
administrators of hospitals listed. The publication of 
this report was made possible by their furnishing the 


Miss Mary A. McGovern and Mrs. Helen Neitzel were re- 
sponsible for much of the detail work in the preparation of the 
lists of approved internships and residencies, and the staff of 
the Machine Records System was responsible for the IBM 
statistical tabulations, 


statistical data requested. The following organizations 
collaborated with the Corncil in approving residency 
programs: 


Advisory Board for Medical Specialties 
American Academy of General Practice 
American Board of Anesthesiology 
American Board of Dermatology 
American Board of Internal Medicine 
Subspecialty Board on Allergy 
Subspecialty Board on Cardiovascular Disease 
Subspecialty Board on Gastroenterology 
Subspecialty Board on Pulmonary Diseases 
American Board of Neurological Surgery 
American Board of Obstetrics and Gynecology 
American Board of Ophthalmology 
American Board of Orthopedic Surgery 
American Board of Otolaryngology 
American Board of Pathology 
American Board of Pediatrics 
Subspeciuty Board on Allergy 
American Board of Physical Medicine and Rehabilitation 
American Board of Plastic Surgery 
Americ in Board of Preven'ive Medicine 
Americ in Board of Proctology 
Americ i Board of Psychiatry and Neurology 
American Board of Radiology 
American Board of Surgery 
American Board of Urology 
Board of Thoracic Surgery 
American College of Physicians 
American College of Surgeons 


The Annval Report and the lists of approved intern- 
ships and residencies are reprinted as the Directory of 
Approved Internships and Residencies. Copies of this 
reprint will be furnished upon request to the Council. 

The Annual Report furnishes information on grad- 
uate medical education (internships and residencies ) 
to those interested, including medical students, hos- 
pital administrators, medical educators, and other in- 
dividuals end organizations. The primary purpose of 
the report is to provide necessary information to young 
physicians beginning their professional careers who 
desire to undeitake further medical education and 
training. 


INTERNSHIPS 


In table 1 there are listed the number of hospitals 
offering approved internships and the number of in- 
ternships offered for the past 10-year period. For the 
intern year beginning July 1, 1956, 852 hospitals of- 
fered a total of 11,895 intern positions. These figures 
represent a decrease of 15 (2%) in the number of hos- 
pitals and an increase of 279 (2%) in the number of 
positions over the preceding year. This number of in- 
ternships available is the largest number ever offered. 
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Represented in these figures are the approved intern- 
ships in hospitals in the continental United States and 
in its territories and possessions, including one hospital 
in the Canal Zone, four in Hawaii, and eight in Puerto 
Rico. 

The disparity between the number of American med- 
ical school graduates and the number of internships 
available is increasing. In 1956, there were 6,845 gradu- 


Taste 1.—Approved Hospitals and Internships, 1948-1957 


No. of No. of 
Year of Publieation Hospitals Internships 


ates of approved American medical schools. Therefore, 
there were approximately 5,000 positions available 
during the year 1956-1957 which could not be filled 
by American graduates. An estimated 2,500 of this 
number were filled by graduates of foreign medical 
schools. During the past 10 years, the number of hos- 
pitals offering approved intern training programs has 
increased about 6%, while the number of internships 
offered has increased 31%. During the same period, the 
number of interns per hospital has increased from 
11.3 to 13.9. 


Internships, by Type of Service 


A breakdown of approved internships according to 
type of service is given in table 2. Rotating general and 
rotating with emphasis on a particular service are 


Tasie 2.—Number of Internships, by Type of Service, 
1956-1957 


No. of Internships 
No. of Filled Vacant Per- 
Approved Sept. 1, Sept. 1, centage 


Type of Internship Programs 19M) 1956 Filled 
SOY 8,598 1,786 83 
Sl 6s 9 ss 

12 157 16 91 
Straight 

140 16 77 

Obstetries-gynecology 1 10 3 77 


* Number of intern training programs in 852 approved hospitals. 


included in the category of rotating services. Straight 
internships include straight service assignments to 
medicine, surgery, pediatrics, pathology, and obstet- 
rics-gynecology. Mixed internships include those 


where assignments are made to two or three of the 
four major services (medicine, surgery, obstetrics, and 
pediatrics ). 
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For the intern year beginning July 1, 1956, 852 hos- 
pitals offered 1,101 approved intern training programs, 
involving 11,895 intern positions. While the number 
of internships has increased slightly during the past 
year, the relative percentage of the three types of 
internship remains approximately the same. Table 
3 represents these percentages for the types of intern- 
ships for the past five years. Variation during this 
period has been slight. 

On Sept. 1, 1956, 83% of the rotating internships 
were filled. Mixed internship occupancy increased 
from 84% in 1955 to 91% in 1956. There was also a 


TasLe 3.—Relative Percentage of Types of Internships, 


1953-1957 
Type of Internship 1953 1954 1955 1956 1957 
90.0% 88.9% 87.9% 87.9% 
8.8 9.7 10.0 10.9 10.6 


100.0% 100.0% 100.0% 100.0% 100.0% 


slight increase in the occupancy of the straight intern- 
ships from 83 to 85%. The over-all occupancy rate for 
internships on Sept. 1, 1956—83%—was the same as for 
1955. 


Internships, by Type of Hospital Control 


The distribution of internships by type of hospital 
control is shown in table 4. Forty-two federal hospitals 
offered 643 positions, or 5.4% of the total number of 


TasLe 4.—Number of Internships, by Type of Hospital Control, 
1956-1957 
No. of Internships 
No. of Filled Vacant Per- 
Approved Sept. 1, Sept. 1, centage 


Control Hospitals 1956 19%) Filled 
Federal 
U.S. Publie Health Service....... 7 79 
Veterans Administration ........ 7 42 58 
Governmental (nonfederal) 
48 1,350 166 87 
131 3,386 414 89 
Nongovernmen* al 
Nopprofit corporations .......... 358 3,468 82 
Proprietary 
Corporations unrestrieted as 
852 9,893 2,002 


* Ineludes 60 positions assigned to the U. S. Air Force. 


internships. Intern positions offered by the 131 non- 
federal governmental institutions totaled 3,800 (32%). 
The 670 nongovernmental hospitals accounted for 
7,393 positions (62%). The nine proprietary hospitals 
offered 59 positions (less than 1%). 
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As in previous years, the highest occupancy rate 
occurred in the federal hospitals, with an average of 
88% positions filled on Sept. 1, 1956; individual federal 
service figures varied from a low of 58% occupancy in 
the Veterans Administration hospitals to 100% occu- 
pancy in the Army hospitals. The Army figure of 211 
positions filled includes 60 internships filled by in- 
terns assigned to the Air Force; no Air Force Hospitals 
conducted intern training programs during the year, 
Army hospitals being used for training Air Force in- 
terns, Occupancy rate for the nonfederal governmen- 
tal hospitals was 89%, a decrease of 2% from last year’s 
figure; county hospitals had the highest rate (91% ) 
in this group. For the nongovernmental hospitals, the 
rate was 79%; and that for proprietary institutions 
was 83%, The over-all occupancy rate for all hospitals 
offering approved internships was 83%. 


TABLE 5.—Number of Internships, by Medical School 
Affiliation and Bed Capacity 1956-1957 


No. of Internships 
No. of Filled Vacant Per- 
Approved Sept. 1, Sept. 1, centage 

19565 il 


Classifleation Hospitals 1956 Filled 
Nonafiiliated 

Less than 200 beds................ 137 620 177 is 
we ag 1,101 148 aS 

Major teaching 
Less than 200 10 48 21 70 

Minor teaching 
Lesz than 200 beds................ 14 4 71 


The federal hospitals averaged 14.0 interns on duty 
per hospital; the nonfederal governmental figure was 
25.7; for nongovernmental hospitals, 8.8; and for 
proprietary hospitals, 5.5. The average number of in- 
terns on duty per hospital was 11.6, as compared with 
11.1 in 1955. 

In 1954, 9,066 positions were filled ($2% ); in 1955, 
9,603 positions were filled (83%); and in 1956, 9,893 
positions were filled (83%). Internships have in- 
creased numerically during the past three years, while 
the occupancy rate has remained stable. 

Internships, by Medical School Affiliation and 
Bed Capacity 

In table 5, hospitals are classified into three cate- 
gories, based on the degree to which medical schools 
utilize these hospitals for undergraduate medical edu- 
cation. A “major teaching hospital” is one that is con- 
sidered by the medical school as being a major unit 
in its undergraduate clinical clerkship program. The 
term “minor teaching hospital” refers to a hospital 
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TasLe 6.—Number of Internships, by Census Region and State, 
1956-1957 


No. of Internships 


No. of Filled Vacant Per- 

Approved Sept. 1, Sept. 1, centage 

Census Region and State Hospitals 1956 1956 Filled 


New England 


4 20 7 74 
Massachusetts 36 349 47 
7 64 3 96 
Middle Atlantie 
7s 661 269 73 
East North Central 
West North Central 
South Atlantic 
District of Columbia ............ Ww 1s7 21 
East South Central 
West South Central 
Mountain 
Pacifie 
Territories and Possessions 
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used to a limited extent for undergraduate training. 
“Nonaffiliated hospitals” are those which are not 
designated by a medical school as participating in 
such a program. This classification is used in this re- 
port and in the list of approved internships. 

Major teaching hospitals (147) constituted 17% 
of those approved for internships, offered 4,335 intern- 
ships, and showed an occupancy rate of 89% on Sept. 
1, 1956. The 69 minor teaching hospitals were 8% of 


the total number of hospitals and were 75% filled on — 


the same date, Nonaffiliated hospitals (636), 75% of 
the approved hospitals, filled 81% of their positions on 
Sept. 1, 1956. 

The major teaching hospital group had the highest 
occupancy rate (89%), which was the same as the 
rate for 1955. Nonaffiliated hospitals increased the 
rate from 79% in 1955 to 81% in 1956. 

As was pointed out in the Annual Report for 1955, 
there was evidenced a definite trend for the larger 
hospitals to have a higher percentage of internships 

Percentage 
of Hospitals 
35 
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Monthly internship stipends, with federal hospitals excluded. 
Solid line indicates nonaffiliated hospitals (606), dashed line 
. affiliated hospitals (204), Abscissa gives upper level of stipend 
range. 


filled. This observation is again borne out by the 
figures shown in table 5. For hospitals of 200 beds 
or less in all three groups, the combined occupancy 
rate was 77%; for hospitals having 200 to 299 beds, the 
rate was the same, 77%; hospitals having 300 to 499 
beds indicated that 81% of their positions were filled; 
and hospitals having more than 500 beds showed a 
90% occupancy rate. 


Internships, by Census Region and State 


Table 6 shows a breakdown by states and regions of 
the internships on Sept. 1, 1956, with numbers of posi- 
tions filled and vacant, and the percentage of intern- 
ships filled quoted in each instance. 
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Hospitals in United States territories and possessions 
again showed the highest percentage of filled positions 
—97%. The New England region had the highest occu- 
pancy rate for the continental United States, 89%, 
which was an increase of 3% over last year’s figure. 
The rate of 72% in the East South Central region was 
the lowest recorded this year. Individual states having 
90% occupancy or higher were New Hampshire 
(100% ), Rhode Island, New Jersey, New York, Kansas, 
District of Columbia, Louisiana, New Mexico (100%), 
Oregon, Canal Zone (100%), Hawaii (100%), and 
Puerto Rico. Lowest rates were those for Montana 
and North Dakota. 

New Mexico offered an approved internship for the 
first time. Those states which do not have approved 
intern training programs at the present time are Idaho, 
Nevada, and Wyoming. 


Internship Stipends 


Stipends for interns have increased appreciably 
during the past several years. The average cash 
stipend paid the intern in affiliated hospitals dur- 
ing 1954 was $87; in 1955 this figure increased to 
$121; the stipend for 1956 increased still further 
to reach a figure of $141, an increase of $20 over 
1955. The nonaffiliated hospitals showed a similar 
increase. Figures for the past three years for non- 
affiliated hospitals are 1954, $136; 1955, $169; and 
1956, $177. 

In the figure, the graph portrays the internship 
stipends for 1956, comparison being made be- 
tween the affiliated and the nonaffiliated institu- 
tions. Federal hospitals are excluded from this graph. 
The curve shown for each type of hospital is not 
unlike that for the previous year. Only one hospi- 
tal reported “No stipend paid”—an affiliated hospi- 
tal, 

Seventy-three per cent of the affiliated hospitals 
furnished full maintenance, 18% furnished partial 
maintenance, and 9% furnished no maintenance. 
Eighty-five per cent of the nonaffiliated hospitals 
offered full maintenance in addition to the stipend; 
12% gave partial maintenance; and 3% indicated no 
maintenance furnished. 

The stipend paid by the nonaffiliated hospital aver- 
aged $36 per month more than was paid by the affili- 
ated hospital. The occupancy rate (Sept. 1, 1956) for 
the internships offered by nonaffiliated hospitals was 
81% compared with a rate of 86% for the affiliated 
hospitals. These data might be interpreted to mean 
that the average intern is more interested in other 
aspects of the internships than he is in the financial 
return. 

In the list of approved internships, under the column 
headed “Beginning stipend,” the letters FM and PM 
refer respectively to “full maintenance” and “partial 
maintenance.” 
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Autopsy Rates 


The autopsy rate on hospital deaths is regarded by 
the Council as an index of the scientific interest of 
the medical staff in medical education and in the 
progress of medicine. In table 7 the 20 federal hos- 
pitals and the 20 nonfederal hospitals reporting the 
highest rates for the past year are listed. These hos- 
pitals are to be commended for maintaining these 
rates at a high level. 

It is of interest to compare this listing with that of 
previous years and to note that certain institutions have 
consistently maintained a high rate. Of the federal hos- 


TaBLe 7.—Internship Hospitals with Highest Autopsy Rates 


Federal Percent 
3. Letterman Army Hospital, San 
4. U. 8. Naval Hospital, Great Lakes, Ill............ccccccccccccssvces 9) 
5. Brooke Army Hospital, Fort Sam Houston, San Antonio, Texas... 91 
6. U. Naval Hospital, Bam Calif... 90 
8. Madigan Army Hospital, Fort Lewis, Tacoma, Wash.............. ow 
©. Pitesimons Army Bospital, RA 
U. BS. Naval Hospital, Oceanside, Calif. 
12. U. 8. Naval Hospital, Jacksonville, Fla. 
13. U.S. Publie Health Service Hospital, New Orleans........... 
14. Walter Reed Army Hospital, Washington, D. ©C.................005. 87 
16. U. 8. Naval Hospital, Chelsea, Mass. ...........ccccccccccccccceess 87 
7. Gorgas Hospital, Balboa Heights, C. Z.............cccccccesccecess 87 
18. Veterans Administration Hospital, Salt Lake City................. SO 
19. Valley Forge Army Hospital, Phoenixville, 
Naval Hospital, Oakland, Calf, 

Nontederal 

4. Milwaukee Children’s Hospital, MM 
5. University of Illinois Research and Educational Hospitals, Chieago 
6. University of California Hospitals (Herbert C. Moffitt 

7. University of Minnesota Hospitals, Minneapolis.................... a3 
8 Ochsner Foundation Hospital, New 
9. Mary Hitehcock Memorial Hospital, Hanover, N. H............... 8? 
10 Sacred Heart General Hospital, Eugene, 
13. University of California Hospital, Los Angeles.................... Rv) 
14. University of Nebraska Hospital, 
15. Aguadilla District Hospital, Aguadilla, P. ee 
1. University Hospital, Anm Afbor, 77 


pitals listed, seven are listed for the sixth consecutive 
year; of the nonfederal hospitals, six have maintained 
a place on the list for the past six years. 

Of the 852 hospitals reporting, only 5 (less than 1% ) 
failed to meet the minimum autopsy requirements of 
25%. These institutions are being urged to increase 
the rate, as a subminimal rate for two consecutive 
years may be the basis for withdrawal of approval. 


Internship Review Committee 


Membership on the Internship Review Committee is 
composed of representatives from the Council on 
Medical Education and Hospitals, the Association of 
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American Medical Colleges, the American Hospital 
Association, the Federation of State Medical Boards 
of the United States, and the American Academy 
of General Practice, 

The Committee was formed in 1954 to review 
reports of surveys of intern training programs and 
make recommendation to the Council for appropriate 
action. The Committee also may make recommenda- 
tions to the Council for changes in the requirements 
for approval of an internship and for changes in pol- 
icy concerning the education of interns. 

Since the Committee was established, it has advo- 
cated that the Essentials of an Approved Internship 
be interpreted with reasonable flexibility. It has fol- 
lowed the policy of giving a hospital an opportunity 
to correct deficiencies found on survey before approv- 
al is actually withdrawn; the hospital is advised con- 
cerning the nature of the deficiencies and is encour- 
aged to correct them as quickly as possible. 

The objective toward which the Committee is work- 
ing is to maintain and improve the standards of medi- 
cal education at the internship level. 


National Intern Matching Program 


The National Intern Matching Program continues to 
serve as the central clearing agency for hospitals seek- 
ing interns and for medical students desiring intern- 
ships. For the past six years, hospitals approved for 
intern training by the Council on Medical Education 
and Hospitals and medical students seeking first year 
internships have used the NIMP as the official agency 
for intern procurement. The plan gives complete free- 
dom of choice to both hospitals and students and has 
received continued support from both groups. 

Hospitals approved by the Council submit a Hos- 
pital Agreement to the Program in which they agree 
to interview only students who participate in the 
program and to accept all interns matched to them. 
Students submit similar agreements, stating they will 
apply only to participating hospitals and will accept 
the hospital to which they are matched. Hospitals and 
students make contact with each other by means of 
the NIMP Directory. Hospitals receive a Directory of 
all participating students, and students receive a hos- 
pital Directory in which are listed all participating 
hospitals and the type and number of internships each 
offers. Hospitais are free to interview as many appli- 
cants as possible, using any means of evaluation they 
desire, 

The Matching Program has matched more than 
35,000 students with no reported error to date. The 
policies and general management of the program 
are governed by the organizations most interested 
in medical education at the intern level. These organi- 
zations include, in addition to the Council on Medical 
Education and Hospitals, the American Hospital As- 
sociation, the Association of American Medical Col- 
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leges, the Catholic Hospital Association, the American 
Protestant Hospital Association, and the Student 
American Medical Association. Further assistance is 
given by liaison representatives from the Army, Navy, 
Air Force, and the Public Health Service. 

The Program covers internships beginning between 
April 1 and Dec. 31. In Program VI for 1957 intern- 
ships, 822 hospitals offered 11.804 positions, while 
6,923 students participated in the program. Of this 
number, 6.539 (94%) were matched. 89% of the 
matched students went to hospitals of their first or 
second choice. Conversely. 90% of the hospitals re- 
ceived medical students whom they had selected as 
first or second choice, Hospital and student participa- 
tion set a new high in Program VI. With continued 
cooperation and support, the Matching Program will 
have even greater participation during the coming 
vear. 

Straight Internships 

According to a resolution introduced by the Refer- 
ence Committee on Medical Education and Hospitals 
and adopted by the House of Delegates in June, 1956, 
the Council was requested to encourage rotating in- 
ternships rather than straight internships, and was 
instructed to report to the House on this subject at 
the next annual session. 

In line with these instructions. the Council deferred 
action on new applications for straight internships un- 
til it could make a study of the situation and the 
status could be clarified. In January, 1957. a letter was 
sent to the administrator of each hospital offering 
approved straight internships requesting a statement 
regarding its attitude toward straight internships and 
an opinion as to whether they should be discontinued 
in favor of rotating services. Ninety-two letters were 
sent out—to 63 hospitals affiliated with medical schools 
and to 29 nonaffiliated hospitals. Sixty-three replies 
were received from 46 affiliated hospitals offering 880 
straight internships; and from 17 nonaffiliated hospi- 
tals offering 71 straight internships. Affiliated hospitals 
were unanimous in stating that straight internships 
should not be discontinued. Six of the 17 (35%) non- 
affiliated hospitals favored elimination of the straight 


internships. Eighty-five per cent of the replies from ~ 


affiliated institutions indicated that there is a place 
for both straight and rotating services, while 59% of 
the opinions expressed by the nonaffiliated hospitals 
were indicative of the same attitude, Opinions varied 
in almost every possible manner. There was even dis- 
agreement within individual hospitals. Vehement state- 
ments were received from numerous hospitals and in- 
dividuals protesting the dictatorial attitude of the 
American Medical Association in attempting to regi- 
ment the type of internship. 

The complete report of the survey was published in 
THE JouRNAL ( 164:64 {May 4], 1957). At its meeting 
in June, 1957, the Council studied this report carefully 
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and reaffirmed its previous opinion: While it is the 
opinion of the Council that the best basic education is 
provided by a well organized and conducted rotating 
internship, it also believed that straight internships 
may be justified in the fields of medicine, surgery, 
pediatrics, and pathology for those medical school 
graduates who have definitely determined to follow 
a specialized or academic career. Therefore, the Coun- 
cil recommended that straight internships in medicine, 
surgery, pediatrics, and pathology be continued. This 
recommendation was concurred in by the Reference 
Committee on Medical Education and Hospitals. The 
Reference Committee also considered a resolution re- 
garding straight internships in obstetrics-gynecology. 
Previous action taken discontinued straight internships 
in this field June 30, 1957. The Committee further 
recommended that consideration be given by the 
Council to applications for approval of straight intern- 
ships in obstetrics-gynecology when such programs are 
of superior educational content and of comprehensive 
scope. The recommendations of the Reference Com- 
mittee on Medical Education and Hospitals were 
adopted by the House of Delegates. The Council was 
authorized to accept new applications for approval of 
straight internships in medicine, surgery, pediatrics, 
pathology, and obstetrics-gynecology. A hospital re- 
questing approval for straight internships in these 
fields must be approved for resident training in the 
specialty in which the straight internship is desired. 
A survey of the proposed program of training will be 
made by a representative of the Council. The program 
and the report of survey will then be considered by the 
Internship Review Committee at its next meeting, and 
the Council can act upon the recommendation of this 
Committee. 


Foreign Medical School Graduates 


According to a survey conducted by the Institute 
of International Education (Open Doors, 1957, New 
York, The Institute of International Education, 1957 ) 
there were 6,741 physicians trom 88 countries receiv- 
ing graduate medical training in approved American 
hospitals during the year 1956-1957. Of this number, 
1,988 were interns, and 4,753 were residents. These 
figures represent a 12% increase in the number of for- 
eign medical school graduates training in United 
States Hospitals when compared with last year’s figure 
of 6,033. 

The six countries having the largest representation 
were the Philippines, 1,332; Canada 576; Mexico 556; 
Turkey 427; Germany 324; and Greece 305, 

It is anticipated that the Educational Council for 
Foreign Medical Graduates will begin full operations 
shortly. This Council plans to test the knowledge of 
foreign medical school graduates before they come 
to the United States for further medical training. 
Dr. Dean F. Smiley, Secretary of the Association of 
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American Medical Colleges, has recently been ap- 
pointed Executive Director of the Educational Coun- 
cil for Foreign Medical Graduates. An announce- 
ment concerning the Educational Council and its per- 
manent address will be made soon. 


RESIDENCIES 


Although the number of approved programs and 
the number of positions offered increased slightly, the 
number of hospitals offering approved residencies re- 
mained practically constant; it decreased from 1,202 
last year to 1,199 this year. 

During the past year a Residency Review Commit- 
tee for Anesthesiology, composed of representatives of 
the American Board of Anesthesiology and of the 
Council, was organized. This, with the committees in 
dermatology, neurological surgery, ophthalmology, 
orthopedic surgery, pediatrics, physical medicine, 
preventive medicine, proctology, psychiatry and neu- 
rology, radiology, and urology, makes a total of 12 
committees representing the appropriate American 
Boards and the Council; committees in surgery, plastic 
surgery, and otolaryngology include representatives of 
the American College of Surgeons, and the Committee 
for internal medicine includes representatives of the 
American College of Physicians. The Committee for 
General Practice is made up of representatives of the 
American Academy of General Practice and of the 
Council. Three specialties—obstetrics-gynecology, pa- 
thology, and thoracic surgery—remain in which the 
Council approves programs in concurrence with the 
board concerned, each organization taking unilateral 
action. 

The following section of the report presents data 
on the number of residencies by type of hospital con- 
trol and by bed capacity of the hospital in which the 
training is conducted. The numbers of residencies 
filled and vacant represent the situation as of Sept. 1, 
1956. The total number of residency appointments 
available increased from 26,516 reported last year, to 
28,528 this year, an increase of 8%, The percentage of 
residencies filled was 81%, or almost exactly the same 
as it had been for the two years immediately preced- 
ing. 

Number of Residencies, by Specialties 


Table 8 presents a breakdown by specialties of the 
number of approved programs, the number of first- 
year appointments filled and vacant as of Sept. 1, 1956, 
and the total number of appointments filled and vacant 
as of the same date. There were 5,134 separate pro- 
grams, Offering 28,528 appointments, of which 11,950 
were at the first-year level. 

The number of hospitals approved for training var- 
ied from one in aviation medicine to 661 offering train- 
ing in general surgery. Seven specialties—surgery, 
internal medicine, pathology, obstetrics-gynecology, 
radiology, psychiatry, and pediatrics—accounted for 
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more than three-fourths of all residencies offered, with 
21,715 positions out of a total of 28,528. There were 
less than 100 appointments in each of the follow- 
ing fields: allergy, aviation medicine, cardiovascu- 
lar disease, contagious disease, gastroenterology, 
malignant disease, plastic surgery, proctology and 
public health. 

The percentage of first-year residencies filled varied 
from 25% in public health to 100% in aviation medi- 
cine. Similarly, for appointments at all levels, the per- 
centage filled in public health was the lowest, 25%, 
while those in aviation medicine had the highest oc- 
cupancy rate, 100%. 


TABLE 8.—Number of Residencies, by Specialty, 1956-1957 


No. of Residencies 


Total 

Ist Yr. Appointments 

z Appointments (All Yr.) 

Specialty 
Aviation medicine 1 1 2 
Cardiovascular disease ........... 44 38 1” 79 18 &1 
Contagious disease ............... 4 6 1 8 2 
7 103 16 87 254 36 RR 
Gastroenterology 32 27 4 87 55 & &7 
General practice 365 133 71 461 181 72 
Internal medicine ................. 1,819 410 S82 4,135 946 &1 
Malignant disease 15 2 21 6 7 
Neurological surgery Os 81 21 79 294 52 
Obstetrics-gynecology ............. 473 14 89) 2126 240 
Orthopedic surgery 285 267 783 77 885 177 
128 119 44 73 332 118 73 
715 87 89 1,437 190 
Physical medicine » 43 104 9 52 
38 2S 1) 74 72 14 
13 9 5 64 22 7 
Psychiatry ...... 274 S57 363° 70 2,166 MY 73 
Pulmonary diseases 107 177 60 72 9% 7 
445 196 69 1,259 434 74 
661 1828 247 BR 156 64 
74 13° 167 2 82 


Of those specialties constituting the majority of 
residencies offered, pathology, as last vear, showed the 
lowest occupancy rate, 64%, while obstetrics-gynecol- 
ogy showed the highest, 90%. Fields in which less than 
three-fourths of the appointments offered were filled, 
included allergy, general practice, neurology, otolar- 
yngology, pathology, physical medicine, proctology, 
psychiatry, public health. pulmonary disease, and 
radiology. 

In summary, the increase of residency appointments, 
both absolute and percentage-wise, was greater in 
1956-1957 than in 1955-1956, and the percentages of 
occupancy at all levels remained approximately the 
same, 


_ 
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Residencies, by Type of Hospital Control 


A breakdown of residency appointment by type of 
hospital control is presented in table 9. Residency pro- 
grams were offered in 119 federal hospitals, 314 other 


TaBLe 9.—Number of Residencies, by Type of Hospital Control, 
1956-1957 

No. of Residencies 


Total 
First Yr. Appointments 
= Appointments (Al Yr.) 
- - 
“a é = - 
Su Sa Se EE 
Federal 
3 8 1 89 12 4 75 
9 79 104 38 73 257 128 67 
U. S. Publie Health Serv.. 8 32 41 13° 76 133 &) 
Veterans Administration. 85 DOT 746 442 63 2,304 S46 «73 
Other federal ............. 2 13 % .. 100 66 3 96 
119 716) «1,086 658,080) -1,169 72 
Governmental (Nonfederal) 
74 POD 627 145 81 1,422 316 
78 186 86 M47 404 RS 
14 w 124 31 80 2R? 
314 1,406 3,461 731 8&3 8403 1,612 


Nongovernmental Nonprofit 
Chureh operated and 


church related ......... 1,014 1,334 444. 75 2,704 1,011 73 
Other nonprofit .......... 460) 1,943 3,568 706 83 8,703 1,631 84 
741 2.956 4,897 1,150 81 11,407 2,642 81 
Proprietary 
3 4 3 1 75 8 1 89 
Partnership ......... 2? 6 2 6 2 75 
32 43 12 78 RA 25 77 
ters 25 41 52 15 100 22 «79 
1,199 5,134 9,458 2,492 79 23,012 5,516 


governmental (nonfederal) hospitals, 741 nongovern- 
ment institutions, and 25 proprietary hospitals. The 
total number of residencies was almost equally divided 
between governmental and nongovernmental hospitals, 


TasLe 10.—Number of Residencies, by Bed Capacity, 1956-1957 


No. of Residencies 


Total 
First Yr. Appointments 
= Appointments (All Yr. 

83a Seats Sa gaze 
Less than 25 beds .......... ] 2 4 100 6 4 60 
17 1d 6 71 42 12 7s 
BOD 1,367 367 79 3,061 771 7 
305 1,698 2,497 720 78 5.804 1,662 78 
304 1,937 4,775 1,163 80 12,364 2,491 8&3 
ae 5 40 87 71 55 299 138 62 
1,199 5.134 9,458 2,49? 79 23,012 5,516 8&1 


with the former having a total of 14,264 appointments, 
and the latter 14,177. The Veterans Administration 
offered 3,150 of the 4,249 appointments in federal 
hospitals. 
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Number of Residencies, by Hospital Bed Capacities 


Excluding hospitals of less than 200 beds the hos- 
pitals offering residency training are, roughly speaking, 
divided into three categories 200-299 bed capacity, 
300-499, and over 500 beds (table 10), with about 300 
hospitals in each group. Seventy-five hospitals with 
less than 100 bed capacity and 205 with capacities of 
100-199 beds offer approved programs. Approximately 
92% of the positions offered are in hospitals of 200 or 
more bed capacity, and approximately 52% are in hos- 
pitals with 500 or more beds. 

On the basis of such data as are available, it appears 
that the number of residencies is generally proportion- 
ate to the size of the hospital. However, these data do 
not eliminate the possibility that an individual hos- 
pital or individual service may, have a disproportion- 
ately large resident staff. 


RESUME 


This 3lst Annual Report presents factual data on 
approved internships and residencies, primarily to 
assist medical students, interns, and residents in de- 
termining where they wish to continue their medical 
education. The report includes an analysis of statistical 
tables and graphs, in addition to information regard- 
ing the National Intern Matching Program, the Intern- 
ship and Residency Review Committees, and a dis- 
cussion of the straight internship. Following the report, 
complete lists of approved intern and residency train- 
ing programs are published. 

A total of 6,635 training programs at the graduate 
level (internships and residencies) were offered in 
1,372 hospitals on Sept. 1, 1956. Of this number of 
hospitals, 156 offered approved intern training only; 
513 offered approved resident training only; and 703 
gave both intern and resident training. The number 
of approved intern positions has increased from 11,616 
to 11,895 (2%) during the past year. Residency posi- 
tions increased from 26,516 to 28,528 (8%) during the 
same period. 

There was no appreciable change in the percentage 
of internships filled—83% for this year and also for the 
previous year. The occupancy rate for residency posi- 
tions on Sept. 1, 1956, was 81%, as compared with the 
same figure of 81% for the previous year. 

The status of straight internships has been clarified. 
The Council will continue to approve straight intern- 
ships in medicine, surgery, pediatrics, and pathology. 
It will also approve straight internships in obstetrics- 
gynecology when these programs are of superior edu- 
cational content and comprehensive scope. 

Residency Review Committees are functioning ef- 
fectively in 16 specialty fields and in General Practice. 
There are no Residency Review Committees in three 
specialties. Graduate training has been offered in 29 
fields. 

The Council has presented this Annual Report in 
the hope that it will be of assistance to all individuals 
and organizations interested in medical education at 
the graduate level. 
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APPROVED INTERNSHIPS 


Council on Medical Education and Hospitals of the American Medical Association 
535 North Dearborn Street, Chicago 10 


Revised to September 1, 1957 
HOSPITALS, 854, INTERNSHIPS, 12,404 


The following general hospitals, investigated and approved by the Council on Medical Education and Hospitals, are considered 
in position to furnish acceptable intern training in pal: stl with standards adopted by the American Medical Association, Three 
types of internships are approved by the Council—rotating, mixed, and straight: 

1. A rotating internship is defined as one that arentiine supervised experience in internal medicine, surgery, pediatrics, obstetrics, 
and their related cikesashilites together with experience in laboratory and radiologic diagnosis. 

2 mixed internship is defined as one that provides supervised experience in two or more, but not in all, of the clinical 
divisions named. 

3. A straight internship is defined as one that provides supervised experience in a single department, although it may inelude 
limited opportunity for work in a related subspecialty. Straight internships are now approved in internal medicine, surgery, 
pediatrics, pathology, and obstetrics-gynecology. 

lospitals approved for internships that are used by medical schools for undergraduate clinical clerkships on inpatient services 
have been identified in the following lists by the symbols X and x. Hospitals have been identified with symbol X when a medical 
school has indicated that the hospital is a major unit in the school’s teaching program. Hospitals have been identified with the symbol 
x when a medical school has indicated that the hospital is used to a limited extent in the school’s teaching program. Certain intern- 
ships in hospitals designated as teaching hospitals may not provide for assignments to teaching services. Other internships may 
provide for only a portion of the internship period being spent on teaching services. Prospective interns desiring specific information 
concerning internship assignments to teaching services in a hospital are advised to communicate with the dean of the medical school 
with which the hospital is affiliated. Medical school affiliations are indicated by footnotes 10 to 89 placed immediately after the 
symbol X or x. The list of medical schools appears on page 482. The plus (*) sign indicates additional approval for residencies in 
specialties, as shown in the Council's list of Approved Residencies and Fellowships. The beginning stipends for Federal hospitals have 
not been listed; they are established in accordance with government pay tables. When applying for internships in Air Force, Army, 
Navy or Public Health Service hospitals, applications should be directed to the medical departments of the Air Force, Army, Navy, 
or the United States Public Health Service and not to the individual hospitals. Although applications are made to the service rather 
than to the individual hospitals, all of the services ask students to list three hospitals in order of preference. Every possible effort 
is made to place successful candidates in accordance with their desires. Because of the needs of the service it should be understood 
that students may, in some instances, be assigned to other hospitals than those for which they have indicated a preference. 

Hospitals listed below (pages 461 to 481) make first year internship appointments through the National Intern Matching Pro- 
gram, Inc. The number and type of internships as listed represent appointments for the intern year 1958-1959. 


FEDERAL 
= of wee => 
Name of Hospital and Location = AS of internships Number 
UNITED STATES ARMY— Hospitals, 9; Internships, 164 
Letterman Army Hospital Fed 10,934 Req 12 No i 
Presido, San Francisco 
Fitzsimons Army Hospital #8-4,.............. ‘.. Fed 1,250 9,146 Req Ss 12 No 
Denver 
Walter Reed Army Hospital #'-4-x1%20.......... Fed 1200 13,737 Req 87 12 1m 
(Army Medical Center) 
6825 16th St., N.W., Washington 12, D.C, 
Fed 600 12,373 Req s] 12 No 14 Rotating General 00411 
Fort Benning, Ga. Office of the Surgeon General, 
Department of the Army, 
Washington 25, D.C. 
Attn. Chief Personnel Division 
Valley Forge Army Hospital !-*................. Fed 1,000 6,323 Req 8 12 101 
Phoenixville, Pa. 
William Beaumont Army Hospital #*............ Fed 650 12,516 Req 76 12 No 
ayes e., El Paso, Texas 
Brooke Army Hospital #1-8-4.................... Fed 1,093 14,328 Req 91 12 No 
rooke Army Medical Center 
Fort Sam Houston, San Antonio, Texas 
Madigan Army Hospital #*-x86.................. Fed 600 11,387 Req ow 12 No 
Fort Lewis, Tacoma 9, Wash. 
Fed 1,200 21,466 Req 75 12 No 
Moanalue Gardens, Honolulu, T. H. 
UNITED STATES AIR FORCE~— Hospitals, !; Internships, 84 
©, Fed 1,000 10,697 Req 75 12 No ion 4 Rotating General 
Lackland Air Force Base Directorate of Staffing 
San Antonio, Texas and Education, Office of 
() of the above & Air Force internships are the Surgeon General, | 
divided among the Army hospitals listed Headquarters, U. 8S. Air Foree, 
above. Washington 25, D. C. 
UNITED STATES NAVY-- Hospitals, 14; Internships, 176 
Fed 1,325 14,374 Req 82 12 No 
8750 Mountain Blvd., Oakland 14, Calif. 
Camp Pendleton, Oceanside, Calif. 
Fed 2,250 28,348 Req 12 No 176 Rotating Generai 
Park Blvd., San Diego 34, Calif. Bureau of Medicine and Surgery, 
Fed 481 6,948 Req 12 No Navy Department, 
Jacksonville 14, Fla. : Washington 25, D. ©. 
kan Fed 644 6,425 Req 12 No 
Pensacola, Fla. 
Fed 800 12,137 Req 91 12 No 


Great Lakes, Il. 


Hospitals designated with an asterisk (*) in this Seting do not participate in the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medica! Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 
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FEDERAL—Continued 
$ asa Sp SE 
= 5235 = 56 
Name of Hospital and Location SF 
UNITED STATES NAVY—Continued 
U.S. Naval Hospital 1,000 13,591 Req 06 
Rockville Pike, Bethesda 14, Md. 
U.S. Naval Hospit tal Fed 550 7,621 Rey 87 
Chelsea 50, Mass 
Naval Hospital ooo 1,225 10,976 Req 8] 
. Linden Blvd., St. Albans 25, N. Y. 
U.S. Naval Hospital Fed 1,050 11,400 Req 63 
Py and Pattison Ave., Philadelphia 45 
U Naval Hospit Fed 525 6,987 Req 
and Cypress Ste. Newport, R. I. 
Charleston, 8. ©. 
U.S. Naval Hospital Fed 1,525 2? 542 Req 87 
Portsmouth, Va “3 
U.S. Naval Hospital Fed 325 5,112 Req 
Wash. 
UNITED STATES PUBLIC HEALTH SERVICE —Hospitals, 7; Internships, 86 
U.S. Publie Health Service Hospital #'-*-5...... Fed 429 4,604 Rey 77 
15th Ave. and Lake St., San Franciseo 18, 
alif. 
U.S. Publie Health Service Hospital #'-*-*...... Fed 393 4,748 Req 87 
Ba State St., New Orleans 158 
U.8 Health Sery Hospital #!-3-*...... Fed 365 4,988 Req 77 
n Park Dr. and 3lst St., faa 11 
U. S. Public spital Fed 248 3,198 Req 79 
7 Wa St., Bost 
U, ‘Public. Health , Fed 8,157 Req 6s 
and Vanderbilt Stapleton S.1., 
U. 8. Fublic Health Service Hospital #'-*........ Fed 247 4,225 Req v4 
Hampton Blvd., Norfolk 8, Va 
U.S. Publie Health Service Hoxpitel Fed 333 4,218 Rey x2 


1131 14th Ave. S8., Seattle 44 


Length of 
Program 
(Months) 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE- Hospitals, 2; Internships, 30 


Freedmen’s Hospital Fed 
6th and Bryant Sts., N. W., Washington 25, 


Saint Elizabeths Hospital #!-3-'-x1® 


Fed 
2600 Nichols Ave., 8S. E., Washington 20, D.C. 


470 


411 


VETERANS ADMINISTRATION - Hospitals. 6; Internships, 94 


Veterans moapital *-%.......... Fed 
5901 E. Long Beach 4, Calif. 

Veterans Hospital 1-4-5013... Fed 
Wilshire and Sawtelle Blvads., Los Angeles 25 

Veterans Administration Hospital $1-3.X23...... Fed 
5998 Peachtree Atlanta 19, Ga. 

Veterans Administration ‘Hospital Fed 
13th St., Oklahoma ity, 4, Okla. 

Veterans Administration Hospital * 5eK79...... Fed 
4500 Lancaster Rd., Dallas 3, Texas 

Administration Hospita Fed 
12th Ave. and E St., Salt Lake © ‘ity 13 
ALABAMA. Hospitals, 9; Internships, 121 

en Baptist Hospitals #'............... Church 
708 sealoosa Ave., 11 

2506 16th Ave. N., 

St. Vineent’s Hospital OC Chureh 
2701 9th Ct. S., Birmingham 5 

S. 12th St., Birminghar 

Hospital and ‘linie *'-*-X10 State 
619 S. 19th St., Birmingham 3 

Lloyd NPCorp 
x 538, Fairfield 

Moragne Park, Gadsden 

Anthony St., Mobile 16 

809 Birmiagham Rd., Tuscaloosa 
ARIZONA. Hospitals, 5; Internships, 59 

. MeDowell Rd., Phoenix 

Maricopa ‘County General Hospital County 
3435 W. Durango St., Phe 


350 W. Thomas Rd., Phoenix 
St. Mary’s and Sanatorium 
St. Mary's Tueson 
Tueson Medical 
E. Grant Rd., 


Chureh 


NPCorp 


at Beverly Blvd., Tueson 


ARKANSAS — Hospitals, 3; Internships, 60 


Arkansas Baptist Hospital #! Chureh 


1700 W. 13th St., Little Rock 

Markham and Bayes Sts., Little Rock 

State 


. Markham Pa Little Rock 


1,600 
1,281 
300 


8,575 Req 63 
1.827 Req 58 
10,073 Req 81 
11,438 None 82 
4,152 Req 72 
5,118 None 
4,79 None 
2,092 Req 
NONFEDERAL 
13,195 Req 38 
12,017 Reg 33 
8,060 Req 40 
6,008 Req 30 
25,459 Req 49 
10,405 Req 44 
6957 
7,073 Req 
13,501 Req 27 
16,878 None 43 
6,390 Rey 
16,583 Req 
14,127 Req 43 
9,79 Req 
14,220 None 29 
13,898 Req 4? 
6,698 Req 71 


12 


Affiliated 
Service 


233 
#53 Number and Type Code 
nS of Internships Number 
200 Rotating General 00211 


Bureau of and Surgery, 
Navy Depa 
Ww adhineton 25, D. ¢ 


General 
1. Surg. 00124 
Publie Health Service Hospitals, 
Publie Health Service, 
Department of Health, 
Edueation and 
ashington 25, D. 
Attn. Chairman 
on Residents and Interns 


171FM Is Rotating General 79R11 
258 12 Rotating General 80411 
24 Rotating General (PSL 
6 Straight Medicine 

ve “4 Rotating General 03911 
6 Straight Medicine 08982 

7 Straight Medicine 
4 Straight Medicine 58932 
16 Straight Medicine 72032 
% Rotating General 73311 

Straight Medicine 

200k M 10 Rotating General 90311 
200F M 9 Rotating General OO611 
995-250 F M Rotating General 5111 
250PM 6 Rotating General 91911 
100FM 36 Rotating General 00711 
12 Straight Medicine 00732 

3 Straight Pediatries OOT34 

200F M 13 Rotating General OOR11 
200PM 4 Rotating General O09) 
200-2508 M 15 Rotating General 85211 
200F M 5 Rotating General PO 
150FM 15 Rotating General O1111 
12 Rotating General RORT 
150-200 F M Rotating General Ol? 1) 
100FM 9 Rotating General O1411 
M Rotating General O1D11 
200k M Rotating General Ol611 
200F M Rotating General O1711 
140 14 Rotating General 
5 Straight Medicine O1R32 

3 Straight Pediatries O1R34 

10 Mixed (Med. -Ped.) OLS48 


Hospitals designated with 3 an » asterisk (*) in this listing do not participate in the National Intern Matchin 


Program, sponsored by the American 


Medical Association, the American Hospital Association, the Association of American Medical Colleges, and - A cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 


462 
12 No 
12 No 
12 No 
12 No 
12 No eee 
12 No ave 
12 No ee 
12 102 
12 108 
1? 104 
1? No és 
12 No awe 
1? 10D eee 
1? 1} ese 
12 108 
1? 109 
12 
iss 12 111 
397 12 112 
194 12 114 
300) 12 115 
12 No 
12 115 
158 12 
660 12 116 
BOD lv? No 
140 1? No 
3 12 No 
247 12 No 
314 12 117 
No 
395 12 117 
300 12 118 
379 2 No 
310 12 119 
1? 
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Name of Hospital and Location 


CALIFORNIA~— Hospitals, 43; Internships, 
General Hospital of Riverside 


9851 Magnolia Ave., Arling 


2001 Dwight Way, Berkeley 4 


San Joaquin General Hospital #*............... 


rench Camy 
General Hospital of Fresno County *1%-*....... 


Ave., Fresno 2 


4475 FE, ‘ 


* 1509 E. Wilson Ave., Glendale 


Loma Linda Sanitarium and Hospital 41-3.y (2, 


Loma 


St. Mary's | Hospital #*............. 


hoo E. 10th St., Long Bea ch 18 


1401 Chestnut Ave., Long Beach 13 
California Hospital +i 
1414 S. Hope St., ie Angeles 15 
+ 


Cedars of Lebanon Hospital #'-8............... 


4833 Fountain tua Angeles 29 


4614 Sunset Blvd., Los Angeles 27 


2 Shat 


St., Los Angeles 


1200 N. State St., Los Angeles 3: 
Hospital—Olmsted Memorial 41-8 
1322 N. Vermont Ave., ioe Angeles 27 


Queen of Angels Hospita i+ 


2301 Bellevue Ave., Los pan 26 


Santa Fe Coast Lines 


610 S. St. Louis St., Los Angeles 23 


University of California Hospital #1-3-KM13..... 


10833 Le Conte Ave., Los Angeles 24 


720 Brooklyn Ave., Los Angeles 33 


Highland, Alameda ( ‘xinty Hospital 


2701 14th Ave., Oaklar 


MacArthur Blvd., 11 


12071 Santa Ana Blvd., Orange 
Collis P. and Howard Huntington 


1) Congress St., Pasadena 2 


Sacramento County Hospital 


2315 Stockton Blvd., Sacramento 17 


San Bernardino County Charity Hospital #-x12 


Bt. ., San Bernardino 


Hillerest Dr., “i Dieg 


San Diego ¢ ‘ounty General "Hospital 


N. Front St., San Diego 3 


Children’s Hospital 


3700 California St. “5 San Franciseo 18 


nd Noe ota. San Franciseo 14 
4131 Geary Bivd. Francisco 18 
Kaiser Hospital 
2425 Geary Blvd., Francisco 15 


Mary’s Help Hospital 


145 Guerrero St., San Francisco 3 
Mount Zion Hospital + 
1600 Divisadero St., Sai Franciseo 15 


>Va 


encia St., San Franciseo 10 
2200 Hayes St., San TOE 17 
San Francisco Hospital #'-*-5-X151 
1001 Potrero Ave., San ene 10 
Office « 
Stan ford U Fst A School of Medicine 
2398 Sacramento St., San Franciseo 15 


University of California Service.............. 


Dr. Isidore Edelman 
S Francisco Hospita 
Southern Pacifie General Hospital #!-% 
‘ell St., San Franciseo 17 
Stanford University Hospitals #*-3-X15 
Clay and Webster Sts., San Franciseo 15 


University of Calitornia Hospitals #1-8-X16.... 


(Herbert C. Moffitt Hospital) 
Parnassus and First Aves., San 
Franciseo 22 
Dr. J. B. Saunders, Dean 
University of C alifornia School 
of Medicine, San Franciseo 22 
Santa Clara County Hospital #!-8-4 
Los Gatos Rd., San Jose 28 
Sunta Barbara Cottage Hospital +!-8 
320 W. Pueblo St., Santa Barbara 


1328 22nd St., Santa Monica 


Santu Monica Hospital 


1250 16th St., Santa Monica 


Harbor General Hospital #'-*K43............. 
1124 


W. Carson St., Torrance 


Control 


County 
NPCorp 
County 
County 
Chureh 
Chureh 
Chureh 
NPCorp 
Chureh 
NPCorp 
NPCorp 
Chureh 
County 
Chureh 
Church 
NPCorp 


State 


Chureb 
County 
NPCorp 
County 
NPCorp 


County 
County 
Chureh 
County 
NPCorp 
NPCorp 
NPCorp 
NPCorp 
Chureh 
NPCorp 
Chureh 
Chureh 
CyCo 


NPCorp 


NPCorp 


State 


County 


NPCorp 


Chureh 


Chureh 


County 


Total Beds 


Number of 


Patients 
Admitted 


16,327 
17,240 
14,364 
16,219 

8,871 
15,619 
86,619 
11,721 
19,059 

5,134 

4,849 


8,831 
14,208 
11,487 

5,624 
11,305 


11,318 
6,696 
17,290 
8,832 
8,269 


9,675 
11,936 


12,645 


6,165 
8,002 
12,596 
12,920 
11,508 


Outpatient 
Autopsy 
Pereentage 
Length of 
Program 
(Months) 
Beginning 
Stipend 
(Month) 


Service 


Affiliated 


or 
to 


205PM 
100FM 
175FM 
195PM 
300PM 
1”2PM 


125-150F M 


160PM 
125FM 
100FM 


140FM 


285 
18:7PM 


1200FM 
130PM 
10FM 
150FM 
100FM 
10FM 
100FM 
190 

100FM 
100FM 
100FM 


100-150F M 


140 


Number and Type 
of Internships 


10 Rotating General 
6 Rotating General 
15 Rotating General 
20 Rotating General 
12 Rotating General 
10 Rotating General 


6 Rotating General 


15 Rotating General 


8 Rotating General 
15 Rotating General 

2 Straight Pediatrics 

8 Rotating General 
142 Rotating General 


Straight Medicine 
10 Rotating General 


16 Rotating General 


9 Rotating General 


12 Pe Medicine 
98 


traight Surgery 


6 Straight Pediatries 
2 Straight Pathology 
16 Rotating General 
34 Rotating General 
16 Rotating General 
20 Rotating General 


9 Rotating General 


24 Rotating General 
14 Rotating General 
12 Rotating General 
15 Rotating General 
6 Rotating General 
16 Rotating General 
10 Rotating General 
16 Rotating General 
6 Rotating General 
13 Rotating General 
8 Rotating General 


15 Rotating General 


29 Rotating General 


30 Rotating General 


23 Rotating General 


Straight Surgery 


20 Rotating General 


12 Straight Medicine 


12 Straight Surgery 


5 Straight Pediatries 
3 Straight Pathology 


16 Rotating General 
10 Rotating General 
6 Rotating General 
8 Rotating General 


34 Rotating General 


Straight Medicine 


Straight Pediatries 


Code 
Number 


85011 
02011 
02111 
02211 
02311 
02411 
02611 
02711 
2911 
03011 
03134 
03211 
03311 
03332 
03511 
03611 
03811 
95632 
956533 
95634 
95636 
04011 
04111 
04211 
04311 
O4411 


04611 
04711 
04811 
04911 
05011 
05111 
05211 
95911 
05311 
05411 
05611 
05711 


05911 


05811 


06011 


06132 


( 
06134 


06711 


Hospitals designated with an asterisk (*) in this listin 


Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 


do net participate in the National intern Matchin 


Program, sponsored by the American 


353 4,364 Req 38 12 121 
‘ 201 8,083 Req 67 12 No 
ee 700 7,210 Req 57 12 No 
, 292 11,229 Req 69 12 No 
168 6,925 Req 75 12 No 
2) Req 38 12 No 
374 Req 34 12 122 Pe 
305 Req 42 12 123 
466 Req 12 122 
Req 2 No FM 
. 472 Req 40 12 124 175FM 
; 3,132 Req 35 12 No 160 
300 Rea 12 No 
476 Req 14 12 125 
196 Req 74 12 124 
Req No 
244 Req 59 12 No 205PM 
. 485 Req 58 12 126 100FM 
300 Req 75 12 No 190 
‘ 576 Req 47 12 No 
) 200 Req 74 127 
789 Req 12 128 
' 250 6,706 Req 38 12 No 
Or 00 6,114 Req 37 12 No 
aoe 216 9,341 Req 74 12 No 
, 180) 7,642 Req 15 12 No 
; 292 11,350 Req 66 12 No 
7 229 9,682 Req 50 12 No 
371 11,931 Req 66 12 No 
vanes 1,132 20,463 Req 46 12 129 || 
450 Req 70 12 130 
351 Req 76 12 No 25FM 
470 Req 83 12 13] 169 
Tee 438 Req 70 12 No 135F M 06311 
220 Req 63 12 132 175FM 06411 
ee, | 275 Req 6 12 No 150PM 06511 
° 
236 Req 49 12 133 125FM 06611 
688 Req = 12 No 160 
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on ~ ~~ 
Name of Hospital and Location oF 40 
COLORADO-— Hospitals 11; Internships, 137 
Glockner-Penrose Hospital #!-3.................. Chureb 210 5,955 Req 71 12 No 150FM 
2200 N. Tejon St., ¢ Yelorado Springs 
General Rose Memorial Hospital NPCorp 2) 11,587 Req 5d 12 No 250F M 
10H) ¢ Denver 20 
Chureh 2500 10,241 Req 47 12 No 
1619 Milwaukee , Denve 
Porter Hospital Church 210 8,418 Rey 47 12 135 150PM 
2525 S. Downing St., Denver 10 
Presbyterian Chureh 198 R818 Req 71 12 126 
19th Ave. and Gaps St. Denver 18 
pe Church 253 12,979 Req 61 1? No 
W. 16th and Guitinan Denver 4 
St. Joseph’s Hospital Chureh 372 15.206 Req 64 12 137 150FM 
1818 Humboldt St. qe 18 
Chureh 436 16,295 Req 12 136 X15PM 
6O1 E. 19th Ave., 
University of Colorado meee Center 
Colorado General State 274 6 A434 None 82 12 No 
4200 FE. 9th Ave r 20 
W. 6 . and Cherokee St., Denver 4 
W Hospital County 7,40 Reg 12 No 100FM 
1 St., Greeley 
CONNECTICUT~— Hospitals, 22; internships, 220 
NPCorp 387 14,071 Req 48 1? No M 
267 Grant St., Bridgeport 10 
Church 368 16,198 Rey 49 12 No 200) 
2820 Main St., Bridgeport 6 
NPCorp 160 7,024 Req 41 12 No 
well Rd., Bristol 
Hosp NPCorp 171 6,773 Req 52 12 No M 
9) Locust “Ave. 
NPCorp 153 5,678 Req 47 12 138 200K M 
Seymour Ave. sad Division St., Detiry 
tireenwich Hospital NPCorp 245 7 LOR Req 71 12 139 100FM 
Perryridge Rd., 
Hartford Hospital NPCorp 724 28,783 Req 67 24 No DORM 
80 Seymour St., Hartford 15 
Hartford Municipal Hospital and 
City 219 3,697 Req 12 No 120FM 
Holeomb St., ford 5 
Mount Sinai Hos _ NPCorp 115 5,811 Req 51 12 No M 
00 Blue Hills Ave., Hartford 
St. Chureh 578 20,301 Req 47 12 No 100-125FM 
114 Woodland St., 
Manchester Memorial NPCorp 163 8,029 Req 49 140 300PM 
71 Haynes St., Manchester 
NPCorp 215 8,630 Req 47 12 No M 
181 Cook Ave., Meriden 
Middlesex Memorial Hospital #1-*............... NPCorp 168 7,498 12 No 
2s Crescent St., Middletown 
New Britain General NPCorp 28S 10,714 Req 63 i2 No M 
@ Grand St., New Britain 
Grace-New Haven Community 
NPCorp 661 20,108 Req 64 12 141 
789 Howard Ave., New Haven 4 
Hospital of St. Raphael #3...................... Chureh 370 12,675 Req 35 12 No 125-205FM 
1450 Chapel St., New Haven 11 
Lawrence and Memorial Hospitals#'-*.. NPCorp 24 10,216 Req 4 1 No 200 M 
365 Montauk Ave., New London 
NPCorp 310 11,798 Req 59 12 No M 
24 Stevens St., Norwalk 
William W. Backus Hospital *................... NPCorp 145 6,458 Req 45 12 No 200 M 
326 Washington St., 
1% . Broad St., Stain 
Chureh 347 13,455 Req 38 12 No 200k M 
NPCorp 364 15,325 Keq 57 12 No 200K M 
64 Robbins St. Waterbury & 
DELAWARE — Hospitals, 3; Internships, 34 
NPCorp 377 13,598 Req 72 2 No 10 M 
W. 14th St., 1 
Memorial Hospital NPCoip 278 8,838 Req 12 No 150FM 
lui N. Van Buren St. Wilmington 6 
Wilmington General Hospital NPCorp 187 7,193 Req 49 No 
Chestnut at Broom St., Wilmington 5 
DISTRICT OF COLUMBIA Hospitals, 7; Internships, 149 
Central Dispensary and Emergency Hospital... See Washington Hospital Center 
Washington 
Dist. of ¢ General Hosp. City 1,098 23,088 Req 52 12 No 208 
h and E. Sts., . &. E., Washington 3 
Doetors Corp 287 9AM Req 67 12 142 150PM 
1815 Eye St. N. 6 
Garfleld Memorial Hospital See Washington Hospital Center 
WwW ton 
Georgetown U Hospital Chureh 363 13,409 Req “4 12 No 75FM 
3800 Reservoir Rd. N.W., Washingt 
George Washington U niversity Hospital $1- NPCorp 410 16,180 Req 63 12 107 125PM 
901 23rd St. N.W., Washington 7 


Jarnum St. N. 17 
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Number and Type Code 

of Internships Number 
2 Rotating General 06811 
% Rotating General 
9 Rotating General wei) 
10 Rotating General O7T111 
10 Rotating General O7211 
9 Rotating General O7311 
12 Rotating General O7411 
12 Rotating General 07511 
Rotating General 07611 


‘ 
Community O7H10 


16 Rotating General W711 
16 Community Rotating OT710 
4 Rotating General 85311 
Rotating General 
Straight Medicine 
Straight Surgery 
15 Rotating General 
5 Rotating General 
7 Rotating General 
6 Rotating General 97711 
% Rotating General OR? 11 
IS Rotating General OS311 
Rotating General 
6 Rotating General S411 
1> Rotating General OR511 
4 Rotating General 8511 
4 Rotating General 
( Rotating General 
Rotating General ONS 
IX Straight Medicine 
1) Straight Surgery 
7 Straight Pediatrics 
6 Straight Pathology 
lv Rotating General 
% Rotating General 
6 Rotating General 
3 Rotating General mail 
10 Rotating General (mot! 
7 Rotating General 
9% Rotating General our 
16 Rotating General 
12 Rotating General 
6 Rotating General oor! 
47 Rotating General T9911 
6 Rotating General 
6 Medicine 80122 
6 ed (Med.-Surg.) 80124 


(Med. Maj.) 80212 
Rotating (Surg. Maj.) 80213 
Rotating (Path. Maj.) 80286 
Rotating General 80311 


Hospitals designated with an asterisk (*) in this Rig RE. not gortinc® in the National intern Match ~ Ry sponsored by the American 


Medical Association, the American Hospital 


Abbreviations and other references will be found on pages 482 and 483. 


of American Medical Colleges, and o 


cooperating organizations. 
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88 3, g2 ave 
= 225 a= 82 twee 
Name of Hospital and Loeation OF anv of Internships Number 
DISTRICT OF 
Washington Hospital Center #'-8-*,........... NPCorp 595 20,851 Req 60 12 144 200F M 30 Rotating General 80011 


(Central Dispensary and E aie Hospital 
and Garfield Memorial Hospital) 
Ist St. and Michigan Ave., N.W., 
Washington 11 

Washingtoo Sanitarium and Hospital 1-8..... Church 240 8,110 Req 42 12 144 5PM 10 Rotating General 25411 
7600 Carroll Ave., Washington 12 


FLORIDA~ Hospitals, 12; Internships, 198 
Baptist Memorial Chureh 300 8,513 Reg a8 12 145 300 


lv Rotating General 97011 
800 Miami Rd., Jacksonville 7 
( ‘enter County 335 8464 Req D4 12 No 125FM 18 Rotating General 10111 
) Jefferson St., Jacksonville 
St. Dake’ NPCorp 215 10,159 Req 39 12 145 275 5 Rotating General 10211 
Sth St. and Souter ard, Jacksonville 8 
Chureh 325 15,154 Req 46 12 No 200F M 18 Rotating General 10311 
Barrs and St. Johns posi Jacksonville 4 
ens Memorial Hospital #'-*-K22............ County 859 26,764 Req 48 12 No OFM 60 Rotating General 10411 
700 N.W, 10th Ave., Miami = 6 Straight Medicine 10432 
Mount Sinai Hospital of Greater Miami #'-4.,... NPCorp 258 9,924 Req 69 12 146 150FM 18 Rotating General 10511 
800 Alton Rd., Miami Beach 40 
St. Francis Hospital Church 240 7,266 Req 66 12 146 169FM 8 Rotating General 10611 
250 W. 63rd St., Miami Beac h 41 
Orange Hospital NPCorp 390 13,724 Req 46 12 No 300 12 Rotating General 10711 
1416 S. Kuhl Ave., 
Sacred Heart Hospital + eT re rer Te Chureh 130 6,537 Req 33 12 No 200F M 3 Rotating General 10811 
1010 N. 12th Ave., 
Park Hospital City 379 11,906 Req 29 12 147 °%60PM 12 Rotating General 91111 
and 6th Ave. S. St. Petersburg 5 
Teun General Hospital aaa City 300 14,071 Req 42 12 148 200F M » Rotating General 10911 
avis Islands, Tampa 6 
Chureh 7,790 Req 32 12 No 2»00PM 4 Rotating General 91411 
90 49th St., West Palm Beach 
GEORGIA- Hospitals, 12; Internships, 204 
Athens Gener County 150 4,309 Req a4 12 No 275PM 6 Rotating General 85611 
Cobb Athens 
*St. Mary's Hospital Chureh 100 4,696 Req 35 12 149 200F M 4 Rotating General 
seo N. Milledge Ave., Ather 
Crawtord W. Long Memorial Hospital ee te NPCorp 4s 1 21,750 Req 43 12 110 975 18 Rotating General 11111 
35 Linden Ave. N.E. t 
— Baptist Hospital ee ere Chureh 475 29 162 Req 49 12 No 280F M 20 Rotating General 11211 
34) Boulevard N.E., Atlanta 12 
Grady Memorial Hospital alii EE County 670 19,994 Req 52 12 No 10FM %” Rotating General 11311 
36 Butler St. S.E., Atlanta 3 16 Straight Medicine 11382 
12 Straight Surgery 11333 
4 Straight Pediatrics 11334 
NPCorp 132 6424 None 12 110 2”25PM 10 Rotating General 11411 
¢ ol Ave. S.W. Atlanta 
St. Chureh 800 13,346 Req 12 No 255PM 12 Rotating General 11511 
265 Ivy St. N.E., 3 
University Hospital City 421 13,090 Req 32 12 No 150PM 24 Rotating General 11611 
University Augusta 
Medieal Center a a City 296 10,573 Req 1) 12 No 200FM 12 Rotating General 11811 
19th St., Columbus 
Emory University NPCorp 309 11,848 Req 60 12 No 8 Straight Medicine 11932 
Emory University 6 Straight Surgery 11933 
2 Straight Pathology 11936 
ons CyCo 517 15,168 Req 30 12 No 200F M 20 Rotating General 12011 
763 Hemlock St., Macon 
Memorial Hospital of Chatham County #'-8.... Dist 299 inks Req 62 12 No 250F M 10 Rotating General 97111 
63rd St. and Waters Ave., Savannah 
ILLINOIS Hospitals, 52; Internships, 782 
MacNeal NPCorp 275 12,379 Req 12 No 100-150FM 12 Rotating General 12111 
3249 8S. Oak Park Ave., Berwyn 
St. Teonsie Hospital _ 9 Chureh 160 6,765 Req 41 12 No 175FM 6 Rotating General 93211 
1248 S. Gregory St., Blue Island 
Americ an Hospital NPCorp 152 5,310 Req 45 12 No 5 Rotating General 12311 
850 W. Irving rere Rd., Chieago 13 
Chureh 320 9,232 Req 12 No 1O0FM 12 Rotating General 12411 
411 W. Dickens 
Chicago W esley Memorial +1-3-X26.. Chureh 568 17,084 None 64 12 150 32 Rotating General 16211 
250 E. Superior St., Chieago 11 
( Hospital Chureh 350 11,311 53 12 151 20 Rotating General 12611 
2) N. Lakeview Ave., Chicago 14 
Cook ‘ounty Hospital County 3,200 72,386 Req 29 12 No TOF M 124 Rotating General 12711 
1825 W. Harrison St., Chicago 12 
Edge Hospital +! NPCorp 288 11,320 Req 37 12 No 100K M 12 Rotating General 12811 
OO N. Ashland Ave., Chieago 26 
NPCorp 154 6,753 Req 48 12 No 150FM 6 Rotating General 12911 
6001 S. Green St., Chieago 21 
al Hospital Chureh 195 8,228 Req 40 12 No 150FM 7 Rotating General 13011 
5421 S. Morgan St., Chieago 9 
Hospital +). x29. eT NPCorp 260 7,743 Req 12 150 200F M 9 Rotating General 13211 
Grant Pl, Chieago 14 
Hospital of Anthony Chureh 212 7,876 Req 36 12 No 200F M 8 Rotating General 13511 
Chicay 
IMinois ‘Central Hospital NPCorp 306 7866 Req a9 12 152 M 12 Rotating General 13611 
Stony Island Ave., Chieago 37 
Minos Masonte NPCorp 360 12,307 Req 12 No 75-100FM 12 Rotating General 13711 
826 Wellington Ave., Chieago 14 
Park Corp 146 4,403 None 38 12 No 150FM Rotating General 13811 
7531 Stony Island Ave., Chicago 49 
Chureh 10 5,629 Req 12 152 150FM Rotating General 13911 
645 S. Central Ave., Chicago 44 
Deaconess Home Chureh 6,622 Req 38 12 No 150FM 5 Rotating General 14011 
138 N. Leavitt St., Chicag 
Mees Hospital 82X27 Chureh 356 9450 Req 48 12 No 200F M 15 Rotating General 14111 


837 S. Prairie Ave., Chicago 16 


~ Hospitals designated with an asterisk (*) in this listing do not participate in the National Intern Matchin +] Program, sponsored by the American 
Medical Association, the American Hospital Association, the Assoc — of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 4 
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5 stk eS Number and Type Code 
Name of Hospital and Location © OF of Internships Number 
ILLINOIS--Continued 
Michael Reese Hospital #1-8-X2526..... sesecsests Bee S44 19,631 Req 61 12 No 100FM 38 Rotating General 14211 
2839 S. Ellis Ave., Chicago 16 1 Straight Medicine 14232 
2? Straight Surgery 14233 
1 Straight Pediatrics 14234 
Mount Sinai Hospital #'-%€M25........ Sanensecees NPCorp 373 12,509 Rey 51 12 No 50-100FM 12 Rotating General 14411 
270) W. 15th Pl., Chieago 8 
Norwegian- Ameriean TET TT NPCorp 171 6,524 Req 12 No 200F M 6 Rotating General 14511 
1044 N. Francisco Ave., Chicago 22 
Passavant Memorial Hospital +1- 3X 26 errr NPCorp 263 8,592 None 71 12 150 25FM 12 Rotating General 14611 
303 E. Superior St., Chicago 11 
Presbyterian Hospital #%X29.................85. Chureh 433 11,936 Rey 71 12 No 100FM 26 Rotating General 14711 
1758 W. Congress Pkwy., Chicago 12 
NPCorp 208 6,789 Rey 51 12 No 175FM % Rotating General 14811 
426 5ist St., Chicago 15 1 Straight Surgery 14833 
Ravenswood Hos spit NPCorp 207 8,227 71 12 No 100FM 7 Rotating General 14911 
1431 Wilson Ave., Chicago 40 
Resurrection Ho ospita Paks iivansedsscdvaeseseen Chureh 188 8,691 Req 61 12 No 200F M % Rotating General 93711 
7435 W. Taleott Ave., Chicago 31 
Roseland Community Hospital ee Teer ee NPCorp 101 4,161 Req 33 12 No 175FM 5 Rotating General 92411 
45 W. 111th St., Chicago 2s 
St. Chureh 189 5,176 None 32 12 No 150-200FM 8 Rotating General 15311 
37 S. Harvard Ave., 
St. Ellzabeth Chureh 273 10,469 None 32 12 No 200F M 10 Rotating General 15411 
1431 N. Claremont pe Chicago 22 
St. Joseph Hospital #!-% a A Chureh 197 6,566 Req 58 12 No 200F M 8 Rotating General 15511 
2100 N. Burling St., Chicago 14 
St. Luke’s Hospital +1-3.X29 NPCorp 527 14,066 Req 73 12 No 100FM 32 Rotating General 15611 
1439 8. Michigan Ave., Chicago 5 
St. my of Nazareth Hospital og Piewiesauvaes Church 268 8,644 Req 39 12 No 200F M 10 Rotating General 15711 
20) N. Leavitt ,St., Chicago 2 
South ( Hospital NPCorp 250 10,215 Rey 31 12 No 150FM Rotating General 15811 
E. 98rd St., ¢ chicago 17 
South “Shore Hospit ee eee ee NPCorp 175 6,782 Reg 30 12 No 150FM 7 Rotating General 92511 
8015 S. Luella Ave., ¢ oe 17 
Covenant Hospital Church 225 6,801 Req 31 12 No Rotating General 15911 
45 N. California Ave., Chicage 
University of Chicago Clinies 41-3- NPCorp 16,639 Reg 75 12 No 150PM 36 Rotating General 16011 
950 FE, 59th St., Chieago 37 3 Straight Pediatries 16034 
University ‘ot Illinois Research and 
Educational Hospitals State 612 11,325 Req 12 No 36 Rotating General 1011 
S. Wood St., Chieago 12 
Walther Memorial Hospital 4-%.................. Chureh 172 7,267 Rey 36 12 No 100FM 7 Rotating General 16111 
1116 N. Kedzie Ave., Chicago 51 
NPCorp 1) 5,025 Req 65 12 No 100FM 6 Rotating General 16411 
6060 Drexel Ave., Chicago 37 
Decatur and Macon ¢ NPCorp 330 11,715 Rey 12 No 225 FM Rotating General 5711 
2300 N. Edward St., De 
St. Mary’ Chureh 320 11,173 27 12 No 150FM 12 Rotating General 16511 
129 } East St. 
Memorial Hospital of Du Fon c pounty 2°50. NPCorp 198 10,448 Req 47 12 No 200F M 9 Rotating General 16611 
189 Avon Rd., Elmhurst 
Evanston “Hospital eee NPCorp 325 11,398 Req 76 12 No 200) Is Rotating General 16711 
2650 Ridge Ave., Evanston 
St. Francis Hospita a Chureh 380 15,083 Req 62 12 No 10OFM 12 Rotating General 16811 
355 Ridge Ave., Evanston 
of Mary Hospital Chureh 467 19,725 Rey 36 12 No 24 Rotating General 16911 
» W. 95th St., Evergreen Park 42 
Oak Park Church 242 8,748 Req 44 12 No 10 Rotating General 17211 
525 Wisconsin Ave., Oak Park 
West Suburban NPCorp 329 12,298 Req 1? No 200F M 12 Rotating General 17311 
518 Austin Blvd., Oak Park 
Methouist Hospital of "Central Ilinois ##....... Chureh 347 13,267 Rey 49 12 No 125FM 16 Rotating General 17411 
N. Glen Oak Ave., Peoria 
St. Francis Chureh 616 19,163 Req 53 12 No 200F M Is Rotating General 17511 
Glen Oak Aas ., Peoria 
Rockford CC NPCorp 237 11,521 Reg 68 12 No 150FM 8 Rotating General 17711 
2400 N. Roekton Ave., "Rock ford 
Chureh 240 9,073 44 12 No 1OFM 6 Rotating General 17811 
1401 E. State St., Roekiona 
Swedish-American Hospital NPCorp 200) 9,170 Req 63 12 No 6 Rotating General 17911 
1316 Charles St., Rockford 
INDIANA— Hospitals, 17; Internships, 202 
St. ¢ Chureh 318 11,344 47 lz No 200F M 7 Rotating General 18111 
4321 Fir , East Chicago 
coer bce eee Chureh 27s 12,404 Req 29 12 No 300PM 4 Rotating General 18211 
600 Mary St., Evansville 10 
St. Mary's Hospital Chureh 354 8,039 Req 43 12 No 250F M Rotating General 94111 
3700 W ashington Ave., Evansville 15 
Chureh 280) 8,208 Req 36 12 No 200F M 6 Rotating General 18311 
3024 Fairfield Ave., Fort W ayne 6 
Parkview Memorial Hos ee Church 242 9,748 Rey 34 12 No 200-250FM s Rotating General 94011 
244) Randalia Dr., Fort Wayne 3 
St. Joseph's Hospita a Chureh 271 9,625 Req 35 12 No 200-250FM 6 Rotating General 90411 
730 W. Berry St., "port W ayne 
Church 242 12,526 Req 41 12 No 175FM 10 Rotating General 86011 
)W. 6th Ave., 
St. Mercy Hospital ERT Chureh 282 11,416 Req 47 12 No 200F M Rotating General 18411 
540 Tyler St., Gary 
St. Margaret Hospital Chureh 350 14,588 None 36 12 No 300F M 12 Rotating General 18511 
25 Douglas St., Hammond 
Indianapolis General Hospital #'~'-X30.......... County 689 12,262 Req 47 12 No 150PM 42 Rotating General 18611 
960 Locke St., Indianapolis 7 
meee University Medical Center #!-*-X30..... State AY 11,617 None 69 12 153 115PM “+ Rotating General 18711 
Michigan | St., Indianapolis 7 4 Straight Surgery 18733 
Methodist ‘Hospital + Church 27,256 Req 43 12 No 215PM 20 Rotating General 18811 
4 N. Capitol Indianapolis 7 r 
St. Church 300 12,76 Req 41 12 No 210PM 14 Rotating General 18911 
120 W. Fall Creek Pkwy. Indianapolis 7 
St. Elizabeth Chureh 285 10,649 Req 29 No 200 F M 4 Rotating General 19011 
1021 N. 144th S 
Ball, Memorial Hoeplt SE le NPCorp 254 11,640 Req 43 12 No 250PM & Rotating General 19211 


2401 University Ave., Muncie 
Hospitals designated with an asterisk (*) in this Frnt Bet do oe participate in the Nationai Intern Matching Program, sponsored by the American 

Medical Association, the American Hospital Associati e ry of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages roe and 483. 
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Name of Hospital and Location 


INDIANA—Continued 

604 N. Main St., South Bend 1 

St. Joseph’s Hospital 2-8. 
401 N. Notre Dame Ave., South Bend 2? 


1OWA—Hospitals, 9; Internships, 84 
35 6th Ave. S.E., Cedar orpows 
St. Methodist +1- 
1026 A Ave., N.E., ¢ P Rapids 
20 E. Washington Ave., 


Broadlawns, Polk County al #1- 
and Hickman Rd., as Moines 14 
j nell Ave., Des at AD 16 
) Pleasant “wry Des Moines 14 
4th and Ascension Sts., Des Moines 14 


. Van St., City 
un ersity of lowa Hospitals 
Newton Rd., City 


KANSAS~— Hospitals, 6; Internships, 95 
51 N. 12th St., Kansas City 7 
St. Margaret’s Hospital 
8th St. and Vermont Ave., Kansas City 8 
U of Kansas Medical Center 
ith and Rainbow Blvd., Kansas City 3 


928 N. e., Wiehita 5 


. Hillside ae Wichita 6 
W St. Joseph Hospital 


3400 Grand Ave., Wichita 17 


KENTUCKY— 9; Internships, 106 
310 S. Limestone St., Lexington 
V. 2nd St., Lexington 
810 Barret Ave., Louisville 4 
Louisville General Hospital #!-3-*-X33 
323 FE. Chestnut St., Louisville 2 


Norton Infirmary 
231 W. Oak St., Lewiovile 3 
Hospital +1- 
1313 St. Anthony PL, 
735 Eastern Pkwy., Louisville 17 
SS. Mary and Elizabeth Hospital * 
1367 S. 12th St., Louisville 10 


LOUISIANA— Hospitals, 9; Internships, 236 
Hospital of Louisiana 
532 Ave., New Orleans 12 
2004 Tulane Ave., New Orleans 16 
301 Jefferson Davis Pkwy., New Orleans 19 
Jefferson Hwy., New Orleans 21 
Southern Baptist Hospital 
”) Napoleon Ave., New Orleans 15 
Sears 
3516 Prytania St., New Orleans 15 
Confederate Memorial Medical Center 
1441 Kings Highway, Shreveport 
North Louisiana Sanitarium ! 
1130 Louisiana Ave., 8 
Sehumpert Memorial Sanitarium ! 
041 Margaret Shreveport 15 


4 


MAINE- Hospitals, 4; Internships, 29 

Eastern Maine +1 
480 State St., Bar 

“Central Maine General Hospital 41-3 
300 Main St., Lewis 

Maine Medieal Cen 
Bramhall St., 


portland 4 


Cdntrol 


NPCorp 
Chureh 


Chureh 
Chureh 
Chureh 
County 
Chureh 
Chureh 
Chureh 
Chureh 


State 


Chureh 
Chureh 


State 


Church 
Chureh 


Chureh 


Chureh 
Chureh 
Chureh 
Chureh 


CyCo 


NPCorp 
Chureh 
Chureh 


Chureh 


State 
Chureh 
Chureh 
NPCorp 
Chureh 
NPCorp 
State 
Corp 


Chureh 


NPCorp 
NPCorp 
Chureh 


NPCorp 


Total Beds 


222 


10 


400 


Number of 


Patients 
Admitted 


i 


7,709 


16,244 
10,427 
6,043 


21,045 


7,095 
5,534 


14,667 


12,681 
9,472 
8,969 

15,402 


10,021 


11,739 
10,728 
19,999 


9,607 


61,807 
13,311 
10,448 

7,424 
20,481 


21,313 


9,509 
7,418 
4,621 


10,155 


Outpatient 


Reg 


None 


Req 
Req 


Rey 


Reg 
Req 
Req 


Req 
Req 
Req 
Req 


None 


‘Req 
Req 
Req 


Rey 


Autopsy 
Percentage 


Length of 
Program 
(Months) 


_ 
te 


Affiliated 
Service 


Z 
~ 


No 


Beginning 
Stipend 
(Month) 


250F M 


250F M 


200F M 
250 M 
200F M 
150FM 
175FM 
175FM 
175FM 
150FM 


125FM 


1I50FM 
225F M 


40PM 


220F M 


200F M 


200F M 
200F M 
200F M 


M 
200 F M 
200F M 


200F M 


TOF M 
150FM 
175FM 
125FM 
175 
100FM 
M 
225 F M 


190FM 


Hospitals designated with an asterisk (") in this listin 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 


Abbreviations and other references will be found on pages 482 arid 483 


do not participate in the National Intern Matchin 


Number and Type 
of Internships 


7 Rotating General 


8 Rotating General 


10 


4 


Rotating 
Rotating 
Rotating 
Rotating 
Rotating 
Rotating 
Rotating 
Rotating 


Rotating 


Rotating 
Rotating 


Rotating 


General 
General 
General 
General 
General 
General 
General 
General 


General 


General 
General 


General 


Straight Medicine 
Straight Surgery 
Straight Pediatries 
Straight Pathology 20836 


lixed 
(Med.-Surg.- Ped.) 


Program, sponsored by the 
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Code 
Number 
19311 


19411 


19611 
19711 
19811 
19911 
20011 
20111 
20211 
S6111 


20311 


20511 


20711 


Mixed (Path.-Med.) 20827 
Mixed (Path.-Surg.) 
Rotating General 20711 

i Rotating General 21011 
i Rotating General 21111 
Rotating General 2121) 
2 Rotating General 21411 
Rotating General 21511 
Rotating General 21611 
Rotating General 21711 
Straight Medicine 21732 
Straight Pediatries Y1T34 
Rotating General 21811 
Rotating General 21911 

5 Rotating General 22011 
Rotating General 22111 
Rotating General 27411 
? Rotating General 22511 
Rotating General 2611 
Straight Medicine 
Rotating General 29811 
Rotating General 22911 
Rotating General 23211 
Rotating General 23011 
Rot. (Surg. Major) 23113 
Rotating General 23311 

Rotating General... 
Rotating General 23511 
Rotating Generel 23611 
American 


4 
225 Req 47 || 
8,904 Req $5 12 No 
30) 12,880 Req jl 12 No |_| 
188 6,524 Req 30 12 No | 
237 4,540 Req 57 12 No 12 
200 8,229 Req 35 12 No 8 
305 Req 62 12 No 10 
2) Req 59 12 10 
1%) 35 12 No 
159 | 4? 12 No 
| bees 72 12 No 20811 
l 
1 
50D 20,715 coud 34 12 No 2 
375 15,728 Req 38 12 156 If 
375 14,250 Rey 12 i 
364 Req 34 12 No l 
307 Req 3? 12 No l 
243 Req 34 1? No 
345 Req 1? 158 l 
386 Req 1? 159 2 
291 12 160 
210 32 12 161 
436) | 36 12 No I 
175 33 1? 160 
2874 Hid 1? No 13 
29? 38 1? No | 
19] 1? 12 No 
244 2 No 
10 12 No 
457 57 1” No 
1,000 22.573 10 1? No 
130 5,267 71 12 liv 
107 6.868 | 34 12 || 
297 17 12 No 
No 


468 APPROVED INTERNSHIPS 


J.A.M.A., Oct. 5, 1957 


Number and Type 


of Internships 


12 Rotating General 
9 Straight Medicine 


6 Straight Surgery 
6 Straight Pediatrics 


ox 
~ to 
$ FS— Sp 22 838 
MARYLAND —Hospitals, 19; Internships, 302 
Baltimore City Hospital #'-%-4-X36-37........... City 1,150 12,649 Req 66 12 163 OFM 
4940 Eastern Ave., Baltimore 24 
2 
2 
2 
Bon Secours Hospital 9..............cccceeeeees Chureh 169 7,354 Req 37 12 No 225FM 6 
2025 W. Fayette St., pee 23 
Chureh Home and Hospital gig OT eee eT Chureh 183 5,884 Req 63 12 104 175FM 8 
Broadway and Fairmount Ave., Baltimore 31 1 
Franklin Square Hospital #*-3.................. NPCorp 175 5,796 Req 58 12 164 200F M ib 
110 N. Calhoun Baltimore 23 
NPCorp 151 6,990 Req 65 12 No 200F M 
Lafayette Ave. St., Baltimore 17.. 
Hopkins Hospital NPCorp 997 23,016 Req 68 12 165 25FM 
1N. Broadway, Saltinore 
21 
3 
Chureh 191 7,551 Req 39 12 104 200F M 7 
730 Ashburton St., Baltimore 16 
Maryland General Hospital it Chureh 390 7,420 Rea 61 12 No 200F M 12 
Linden Ave. and Madison St., Baltimore 1.. 
Church 300 11,424 Req 48 12 No 225PM 16 
Calvert and Saratoga Sts., Baltimore 2 
hee ident Hospital and Free Dispensary +5-4 NPCorp 137 4,378 Req 39 12 No 175FM 9 
114 Division St., Baltimore 17 
St. Hospital Chureh 217 8,364 Req 53 12 104 250PM 
1000 Caton Ave., Baltimore 29 
St. Chureh 250 8,086 Req 49 12 104 200FM 8 
‘aroline St., 13 
Sinai Howpita NPCorp 312 12,765 Req 12 No 100FM 16 
4 E. aaa St., Baltimore 5 2 
1 
South Baltimore General Hospital #'-%-x37..... NPCorp 184 6,418 ‘ 32 12 No 140FM 8 
1213 Light St., Baltimore 30 
Union Memorial Hospital rer rere erry NPCorp 342 10,555 Req 44 12 No 200F M 16 
33rd and Calvert Baltimore. 18 
Hospital State 604 14,767 Req 12 No OFM 16 
Redwood and Sts.. Baltimore 1 
3 
4 
*Suburban Hospital NPCorp 200 6,687 Req 12 166 100FM 
8600 Old Georgetown Rd., Bethesda 14 
Prince George's General Hospital ec secianwe> County 235 11,524 Req 36 12 No 150FM 14 
r y 
Washington County Hospital #'-3.............. NPCorp 268 10,806 Req 25 12 No 200F M iD 
King and Antietam Sts., Hagerstown 
MASSACHUSETTS Hospitals, 34; Internships, 386 
... NPCorp 186 6,610 Req No 100FM 6 
Herrick and Heather Sts., Beverly 
Beth Israel Hospital NPCorp 324 11,816 Req 52 12 167 42FM 10 
330 Brookline Ave., Boston 15 6 
Boston City Hospital 38-39-40... eos 1,570 30,038 Req 12 No 92FM 
818 Harrison Ave., Boston 18 1 and III Medical Tufts 16 
Chrm. Com, Internship Exams Il and [V) Medical Harvard 16 
V and VI Medical Boston Uniy. 16 
Surgieal Tufts 
Il Surgical Uniy. 
V Surgical Ha rd 6 
Straight Boston Uniy. 4 
Pathology 5 
ee wees. Chureh 294 9,584 Req 38 12 168 125FM 12 
2100 Dorchester Ave., Boston 24 
Children’s Medieal Center #!-3- NPCorp 411 8,231 Req 12 169 FM 5 
300 Longwood Ave., Boston 2 
Massachusetts General Hoapital NPCorp 927 21,789 Reg 62 12 170 25FM 12 
Fruit St., Boston 14 8 
Massachusetts Memorial Hospitals #!-%-X38...... NPCorp 316 6,907 Req 58 12 No J5FM 10 
7%) Harrison Ave., Boston 18 6 
1 
New England Center Hospital #!-%-X40.......... NPCorp 208 6,230 Req 67 12 171 S3FM 10 
Harrison Ave. and Bennet St., ll 
New England NPCorp 150 4,104 Req 33 12 172 OFM 4 
Dimock St. and Columbus Ave. , Boston 19 
Peter Bent Brigham Hospital #'-%-*-X39........ NPCorp 2st) 6,130 Req 7 12 173 25FM 13 
721 Huntington Ave., Boston ‘. 6 
St. Elizabeth’ s Hospital + ee Chureh 400) 12,980 Req 49 12 No 110FM 4 
736 Cambridge St., “poston 35 
ee NPCorp 191 7,287 Req 40 12 No 250F M 4 
680 Centre St., 11 
Cambridge City Hospital i rr City 246 6,447 Req 5? 12 No 140FM 12 
1493 Cambridge St., Cambridge 39 
Mount Auburn Hospital NPCorp 248 7,796 Req 12 174 100FM 6 
330 Mount Aubum St., Cambridge 38 
1820 Highland Ave, Fail River 
NPCorp 184 5,027 Req 29 12 No 100-150FM 6 
) Hanover St., Fall River 
Holyoke Hospital NPCorp 194 6,205 Req 41 12 No 2 
575 Beech St., Holyoke 2 ] 
Lawrence General Hospital #1-3...............66. NPCorp 188 7,010 Req 62 12 No 100FM 4 
Garden St., Lawrence 
Lowell General Hospital #1-3................00. .. NPCorp 210 6,410 Req 41 12 No 100-150FM 2 


295 Varnum Ave., Lowell 


Straight Pathology 
Ped.) 


Mixed (Ped.-Med.) 
Rotating General 


Rotating General 
Straight Medicine 
Rotating General 


Code 
Number 


23932 
24011 


Mixed (Med.-Ob.-Gyn.) 24109 


Straight Medicine 


2 Straight Medicine 


(Private Wards) 
Straight Surgery 
Straight Pediatries 
Straight Pathology 
Rotating General 


Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatrics 
Rotating General 


Rotating General 


Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatries 
(Surg.-Ob.- 


Rotating General 
Rotating General 


Rotating General 


Rotating General 


Straight Medicine 
Straight Surgery 


Straight Medicine 
Straight Medicine 
Straight Medicine 
Straight Surgery 
Straight Surgery 
Straight Surgery 
Straight Pediatries 
Straight Pathology 
Rotating General 


Straight Pediatries 
Straight Pathology 
Straight Medicine 
Straight Surgery 
Straight Pediatries 
Straight Pathology 
Straight Medicine 
Straight Surgery 
Straight Pathology 
Straight Medicine 
Straight Surg 
etetine General 


Straight Medicine 
Straight Surgery 
Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


Rotating General 


” Rotating General 


Mixed (Med.-Sureg. 
Rotating General 


Rotating General 
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24232 
24238 
24233 
24234 
24236 
24311 
24411 
24511 
24611 
24711 
24811 


24911 
24982 


90511 
4511 


25511 


25632 
25633 


26582 
26533 
26611 
26711 
26811 
26911 
27011 
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23711 
23732 
23733 
23734 
23736 
23753 
23754 
23811 
23911 
24933 
24934 
25011 
25111 
25211 
25232 
25233 
25234 V 1 
25226 1 9 5 
| 
25793 
2ATIS 
25796 
25798 
25701 
25704 
25736 
25811 
2934 
25936 
26132 
26133 
26136 
26232 
26233 
26236 
26332 
26333 
26411 
SO411 
27311 
27411 
27511 
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APPROVED INTERNSHIPS 


ESE ef Number and Type Code 
Name of Hospital and Location SF of Internships Number 
MASSACHUSETTS— Continued 
TTT Chureh 183 7,025 Req 41 12 No 100FM 4 Rotating General 27611 
14 Bartlett St., Lowell 
St. Joseph's Hosp Chureh 19) 7,232 Req 30 No 125FM 4 Rotating General 27711 
830 Merrimack St., Lowell 
12 Boston St., ‘ts 
St. Luke’ NPCorp 338 11,687 Rey 27 No 10 Rotating General 27911 
101 Page St., New Bedford 
Newton- Wellesley Hospital NPCorp 235 7,818 Req 12 No 165FM 6 Rotating General 28011 
2014 fashington St., Newton Lower Falls 62 
St. Luke's Chureh 150 4,914 Req 12 No 3 Rotating General 28211 
379 Ea Pittafield 
Quincey City Hospital City 253 9,949 Req 48 1? No 137FM Rotating General 28311 
114 Whitwell St., Quincey 69 
NPCorp 245 7,986 Req 35 No 200-250FM 6 Rotating General 28411 
1 Highland ‘Ave. Salem 
Merey. Chureh 340 12,209 Req 29 lv No 200F M 6 Rotating General 
arew St., Sprineiet 4 
Springfel NPCorp 362 10,727 Req 12 176 75FM 8 Rotating General 286511 
59 Chestnut St., Springfield 7 
Ww Memorial NPCorp 173 6,887 None 39 12 176 4 Rotating General 28711 
140 High St., Springfield 5 
Waltham Hospital NPCorp 147 Req No 200 FM 4 Rotating General 28811 
Hope Ave., Waltham a 
Memorial Hospital NPCorp 2K) 9 Ps Req 63 12 No 100-140FM Rotating General 
119 Belmont St., Worcester 5 
- Vin cent Hospit al + Chureh 14,392 Req 12 No 16 Rotating General 29011 
5W St., W 
City Ho spita City 446 10,890 Req 16 12 No 1I5FM 18 Rotating General 
71 Jaeques Ave., 9 
MICHIGAN Hospitals, 38; Internships, 638 
St. Joseph Merey Hospital #'-%x4l.............. Chureh 45 12,425 Req a” 1? No 250F M 14 Rotating General 29211 
326 N. Ingalls St., Ann Arbor 
University Hospital #1-9-*M4b. oe eee State 1,035 240578 77 2 177 125 3 Rot. (Anes. Major) 29377 
1313 FE. Ann St., Ann Arbor 2 Rot. (Derm. Major) = 29875 
12 Rot. (Gen. Prac. Maj.) 29881 
S Rot. (Med. Major) 29312 
2 Rot. (Neuro. Major) 29374 
3 Rot. (Ob-Gyn. Major) 29315 
1 Rot. (Ophth. Major) 293879 
1 Rot. (Otol. Major) 29378 
2 Rot. (Path. Major) 29386 
3 Rot. (Ped. Major) 29314 
2 Rot. (Phys ed. & 
Major) 29380 
14 Rot. (S Major) 29313 
Leila Y. Post Montgomery Hospital #!.......... Chureh Req 36 12 No 250F M 5 29411 
9 Emmett St., Battle Creek 
NPCorp 161 6,321 Req | 12 No 225 FM 6 Rotating General 96011 
960 Agard Harbor 
Oakwood NPCorp 232 12,26 Req 12 178 200F M 10 Rotating General 94611 
18101 oper) Dearborn 
Detroit Memorial Hospital #'-4.................. NPCorp 322 10,710 Req 47 12 179 250F M 12 Rotating General 20611 
1420 St. Antoine St., Det: ae 26 
Evangelical Deaconess "Hospital ia Chureh 185 7,934 Req 14 12 180) 242PM 8 Rotating General 29711 
3245 FE. Jefferson Ave., Detroit 7 
NPCorp 741 28,778 Req 12 179 250F M Rotating General 29811 
4160 John R. St., Detroit 1 
NPCorp 616 23,329 Req 17 1? 179 200 36 Rotating General 2991) 
3825 Brush St., as 1 
Hos ospit NPCorp S06 24,291 70 12 No 20) 44 Rotating General 30011 
Grand Blvd., Detroit 2 
nine Merey Hospital Chureb 24,221 Req 49 12 No 250F M “4 Rotating General 30211 
6071 W. Outer Dr., Detroit 35 
Providence ‘eee ; eee Chureh 400 14,341 Req 52 1 bu 1s] 250PM 12 Rotating General 30311 
254M Grand Detroit 
mestivine Hospital + City 22,670 Req 12 182 240PM 66 Rotating General 29511 
1326 St. Antoine St., Detroit 26 
NPCorp 272 12,206 Req ys 12 No 12 Rotating General 91511 
22101 Moross Rd., Det roit 36 
St. Joseph Merey Hospital Chureh 225 9,315 Req 12 183 265F M 7 Rotating General 30411 
2200 E. Grand Bivd., Detroit 11 
Sinai NPCorp 230 9549 Req 57 12 179 225 PM i5 Rotating General 92611 
6767 W. aha Dr. Detroit 35 
32 E. Ha 4 Detroit 
ayne Gen. Hosp. and County 3454 8,702 Req 3? 12 Is4 36 Rotating General 30611 
600 22,775 None 61 12 No 250PM 38 Rotating General 30711 
6th Ave. and Begole St., Flint 2 
MeLaren General Hospital NPCorp 25 11,306 Req 12 No 200PM 12 Rotating General 
401 Ballenger Hwy., F nt 3 
St. Joseph Hospital 300 15,410 Req a 12 Iss 275PM 14 Rotating General 30811 
302 Kensington Ave., 
Blodgett NPCorp 318 12,276 Req » OS Ist 2295FM l6 Rotating General 30011 
1840 Wealthy St. S E. ‘Grand Rapids 6 
NPCorp 419 16,609 Rey 12 No 275PM li Rotating General 31011 
300 Bostwick Ave. N. E. Grand Rapids 3 
St. Mary’ s Hospital Chureh 34] 15,681 Req is 1 No 225F M l4 Rotating General 3111) 
2500 Cherry St. S.E., Grad Rapids 3 
Bon Geoours Hospital Chureh 7,020 Reg 47 1? 31I5FM 6 Rotating General 9061) 
468 Cadieux Rd., het Pointe 30 
Highland Park General Hospital #!.............. City 331 11,000 Req aS 1? Iss 275FM l4 Rotating General 31211 
369 Glendale Ave.. Highland Park 3 
Borges NPCorp 267 9,105 42 12 No 250FM 6 Rotating General 31311 
182 ull Rd., + 6? 
Bronson, Methouiat Chureh 9.286 Req No 240PM 6 Rotating General 31411 
52 Lovell St., Kalamazoo 8 
Edward W. NPCorp 14,5838 Reg os Iss 350 16 Rotating General 31511 
1215 E. Michigan Ave., ansing 12 
St. Lawrence Hospital @2-®............cccccccecs Chureh 275 12,415 Req w 12 No 300F M 12 Rotating General 31611 


1210 W. 
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Medical Association, the American Hospital Association, the Association of American Medical Colleges, and o 
Abbreviations and other references will be found on pages 482 and 483. 


Saginaw St. Lansing 1b 


Program, sponsored by the American 
er cooperating organizations. 


469 
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470 APPROVED INTERNSHIPS 


J.A.M.A., Oct. 5, 1957 


Name of Hospital and Location 
MICHIGAN Continued 
4005 Orehard Dr., Midland 
461 W. Huron St., Pontiae 18 
00) Woodward Ave., Pontiae 19 
3601 13 Mile Rd., Royal Oak 
General Hospital + weeds NPCorp 
47 N. Harrison St.. 
St. Luke's Chureh 
705 Cooper St., 


S. pang ., Saginaw 
Decker Munson — NPCorp 
ith St., Traverse C 


MINNESOTA. Hospitals, 15; Internzhips, 229 


NPCorp 
915 E. Ist St., Duluth 11 

St. Marys Hospital Chureh 

E. 3rd St., Duluth 11 

916 E. 15th St., Minneapolis 4 

Minneapolis General Hospital City 
619 S. Sth St., Minneapolis 15 


Mount Sinai Hospital NPCorp 
737 E. 22nd St., Minneapolis 4 

Northwestern Hospita NPCorp 
) E. 27th St., Minneapolis 7 


St. Barnabas Chureh 
920 S. 7th St:, 

St. Maty’s Chureh 
20) S. 6th St., ‘Minneapolis 6 

914 S. St., 4 

University of Minnesota Hospitals #!-3-'-X43... State 
412 Union St., S.E., Minneapolis 14 

495 Jefferson Ave., , St. Paul 1 

4559 Capitol Blvd., St. Paul 1 

125 W. College Ave., St. Paul 2 

Chureh 
69 W. Exchange St., St. Paul 2 

St. Luke's Hospital NPCorp 
287 N. Smith Ave., St. Paul 2 
MISSISSIPPI Hospitals, 3; Internships, 40 

119 te St., Jackson 

University Hospital State 

. State Jacks¢ 

Merey Hospital Street Memorial #1-%............ Chureh 
9) Crawford St., Vieksburg 
MISSOURI Hospitals, 24; Internships, 424 

St. Louis County Hoepital @*-*................. County 
601 S. Brentwood Blvd., Clayton 5 

Kansas City General Hospital No. 1 #'X32...... City 
24th and Cherry Sts., Kansas City S 

Menorah Medical Center #1-%-X32...0.......... .. NPCorp 
4949 Rockhill Rd., Kansas City 10 


2300 Holmes St., kaise City & 
Joseph Hospital + Chureh 
2510 E. Linwood Biv, Kansas City 2s 


4400 J. C. Niehols "Pkwy. Kansas City 11 

101 Memorial Dr., Kancias City 

Trmity Latheran Hospital Chureh 
3001 Wyandotte St., bed City 8 

Missouri Methodist Hospital Chureb 


sth and Faraon Sts., St. Joseph 

St. Joseph’s Hospital Chureh 
~3 Powell St., St. Joseph 

600 S. Kingshighway Blvd., St. Louis 10 


4411 ewstead Ave., St. Louis 15 

De Paul ‘Viospital Chureh 
2415 N. Kingshighway Blvd., St. Louis 13 

Evangelical Deaconess Hospital Chureh 
6150 Oakland Ave., St. Louis 10 

Homer G. Phillips Hospital City 
2601 N. Whittier St., St. Louis 13 

NPCorp 
2716'S. Kingshighway Blvd., St. Louis 10 

2639 Miami St., 1s 

919 Taylor Ave., St. Louis 8 


St. Anthony's Chureh 
_ 8620 Chippewa St., St. Louis 18 


Total Beds 


250 


Nuinber of 


Patients 
Admitted 


14.167 
11,240 
7,203 
7,462 
9,740 


11,643 


4,035 


4,059 
7,191 
10,421 
7,847 
13,010 
14,795 
12,612 
6,283 
6,169 


27,191 


5,062 
12,692 
8,407 
17,131 
9,774 
7,434 


11,668 


Outpatient 


Req 
None 


Req 


Req 
Req 
Req 
Req 
Req 


Reg 
Req 
Req 


Req 
Req 
Req 
Reg 
Req 
Req 
None 
Req 
Req 
Req 
Req 


Req 
Req 
Req 
Reg 
Req 
Req 


Req 


Req 


Autopsy 
Percentage 


Length of 
Program 
(Months) 


Affiliated 
Service 


Beginning 
Stipend 
(Month) 


20F M 
300PM 
M 
250PM 
205 

250F M 
310PM 
275PM 


125FM 
75FM 
100FM 
175FM 


195PM 
150FM 

OFM 


75FM 
200 FM 
10OFM 
100FM 


100FM 
200) 


100FM 


150FM 
150FM 
150FM 
175FM 
200F M 
M 
225F M 
200F M 
175FM 
200F M 

10FM 


175FM 
150FM 
162 
75FM 
125FM 


100FM 


Number and Type Code 
of Internships Number 


6 Rotating General 
13 Rotating General 
12 Rotating General 
12 Rotating General 
6 Rotating General 
Rotating General 
6 Rotating General 


6 Rotating General 


18 Rotating General 
12 Rotating General 
8 Rotating General 
39 Rotating General 
12 Rotating General 
Rotating General 
Straight Medicine 
Straight Surgery 


Straight Pediatries 
Rotating General 


~ 
~ 


Rotating General 
Rotating General 
» Rotating General 
Straight — 
10 Straight Surger 
10 Straight Pediatvics 

% Rotating General 
6 Rotating General 
13 Rotating General 
12 Rotating General 


4 Rotating General 


~ 


» Rotating General 


to 


Rotating General 


4 Rotating General 


10 Rotating General 
30 Rotating General 
16 Rotating General 
10 Rotating General 
16 Rotating General 
3 Straight Surgery 
IS Rotating General 
12 Rotating General 
Rotating General 

4 Rotating General 

4 Rotating General 
10 Str. Med. (Ward) 
14 Str. Med. (Private) 
14 Straight Surgery 

5 Straight Pathology 
5 Rotating General 
12 Rotating General 
10 Rotating General 
40 Rotating General 
16 Rotating General 
12 Mixed (Med.-Surg.-Ob.- 

Gyn.) 
12 Rotating General 
2 Rot. (Med. Major) 


2 Rot. (Surg. Major) 
7 Rotating General 


96111 
31811 
31911 
97811 
32011 
32111 
32211 
32311 


32411 
32511 
SO711 
32911 
86811 
33011 
83032 
33033 
330384 
33111 
33211 
33311 
3341 1 


33611 
33711 
33811 
33911 


34011 
95711 
34111 


34211 
34311 
34511 
34611 
34711 
34733 
34811 
34911 
35011 
35111 
35211 
35332 
35331 
35333 

411 
35511 
35611 
35711 
35811 
35922 
36011 
36012 


36013 
36111 


Hospitals designated with an asterisk (*) in this listing do not participate in the National Intern Matchin 
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160 7,220 Req 59 12 No 
198 12,821 Req 4 12 189 
310 15,463 Req 46 12 No 
238 11,7538 Reg (i 12 279 
228 9,843 Req 5 12 190 
212 7,222 Req 66 12 No 
175 8,008 Req 12 No 
208 7.436 39 12 No 
B55 Req 73 12 191 
1M) Req os 12 191 
168 Req Mi 12 No 
19) Req 69 12 No 
294 Req 52 12 192 
261 71 12 No 
316) 15,172 12 12 192 
0) 18,177 a 42 12 143 
639 13,229 12 14 
33433 
33434 
8,562 62 12 No 33511 V l 
172 9,247 Hi 12 195 
360 12,282 12 196 19 
IR 12,287 as 12 No 
208 6,747 17 12 197 Po 
314 14,770 12 No 
12 No 
118 59 12 No 
329 s 12 No 
258 a7 12 199 
St 321 65 12 No 
$5 1? 149 
350 65 12 199 
203 53 12 199 
300 32 1? No 
152 i] 12 No 
76 1? No 
135 38 12 No 
350 43 12 No 
39 12 No 
654 44 12 No 
295 9 12 No 
307 43 12 No 
|| $1 12 No 
| | 28 12 20) 
h 
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Control 


Name of Hospital and Location 


MISSOURI— Continued 


307 S. Euelid Ave., Louis 10 

St. Louis Children’s ‘ospitel +1 NPCorp 
OO S. Kingshighway Blvd., Louis 10 

St. Louis ¢ ‘ity Hospital +!- 1345-46 City 
1515 Lafayette Ave., St. Louis 4 

5535 Delmar Blvd., Louis 

St. Mary's Group of inospitals + Chureh 
1402S. Grand Blvd., St. Louis 4 


MONTANA Hospitals 3; Internships, 10 


Clark St., Butt 
Silver and Idaho Sts., Butte 
Montana Deaconess Hospital #!-8............... Chureh 


1109 6th Ave., N., Great Falls 


NEBRASKA Hospitals, 9; Internships, 79 


Bryan Memorial Hospital 1>%-x48............... Chureh 
48 Sumner St., Lineoln 6 


Lineoln General Hospital NPCorp 
2315 S. 17th S Lineoln 2 

St. Elizabeth Hospital Chureh 
1145 South St., Linee 

Bishop Clarkson Memorial ‘Hospital Chureh 
Dewey Ave. at 44th St., 


ha 
2305 S. 10th St., Omaha & 


Immanuel Hospital Chureh 
th St. and Fowler Ave., Omaha 11 
Nebraska Methodist Hospital Church 
3612 Cuming St., Omaha 31 
St. C Hospital Chureh 
Forest Ave and 9th St., Omaha 
of Nebraska Hospital +1 State 


42nd St. and Dewey Ave., Omaha 5 

NEW HAMPSHIRE Hospitals, |; Internships, 16 
Mary Hiteheock Memorial Hospital #'-%-X49.... NPCorp 

2 Maynard St., Hanover 


NEW JERSEY Hospitals, 41; Internships, 459 


2S. Ohio Ave., Atluntie City 

Bayonne Hospital and Diepensary 1-2... NPCorp 
12 E. 30th St., Beyoane 

6th and ees Sts., Camden 3 

Our Lady of Lourdes Hospital #-x69............ Chureh 


1600 Haddon Ave., Camden 3 

NPCorp 
Mt. Ephraim and Atlantie Aves., Camden 4 

East Orange General Hospital 3.................. NPCorp 
Central and S. Munn Aves., East Orange 

655 E. Jersey St., Elizabeth 1 

General Hospital and Dispensary NPCorp 

Jersey St., Elizabeth 4 

St. Elizabeth Chureh 

204 S. Broad St., Elizabeth 2 


Englewood Hospital NPCorp 
350 Engle St., Englewood 
Hospital Pl., Hackensick 
4th St. and Willow Hoboken 
176 Palisade jot Jersey City 6 
Mw Baldwin Ave., Jersey City 4 
Chureh 
25 EK. Hamilton PL, Jersey City 2 
Monmouth Memorial Hospital NPCorp 
srd and Pavilion Aves., Long Branch 
Mountainside Hospital #!-8-4,.................. NPCorp 
Bay and Highland Aves., Montclair 
Morristown Memorial Hospital #'-8............. NPCorp 
Fitkin Memorial Hospital NPCorp 
Corlies Ave., Neptune 
Harrison S. Martland Medical Center Oity 
116 Fairmount Ave., Newark 7 
Newark Beth Israel Hospital #1-8-*.............. NPCorp 
201 Lyons Ave., Newark 12 
°7 S. St... Newark 
Saint Burnabas Medical Center NPCorp 
685 High St., Newark 2 
Chureh 
306 High St., Newark 2 
nerset St., New Hrunswick 
St. t General Hospital + Chureh 
ve., New itrunswick 


859 


267 


403 


204 


Number of 


Patients 
Admitted 


11,508 
$,050 
14,781 
7,181 


19,907 


868 


O99 
6,958 
14,411 
9490 
9,267 
6.117 
4,690 
10.576 
6,623 
7,716 
13,1038 
7,848 


17,328 


5.088 
1? 459 
10,326 

18,4038 
14,010 
11,160 

7.806 
18,580 


7487 


8,45 


Outpatient 


Service 


Req 
Req 
Req 
Reg 
Reg 
Req 
Req 
Rey 
Rey 
Req 
Req 
Reg 


_. ..als designated with an asterisk (*) in this listing do not participate in the National onal Intern Matching 


Autopsy 


Length of 


Program 
(Months) 


Affiliated 
Service 


No 
| 


No 


No 


No 
No 
No 
No 


Beginning 
Stipend 
(Month) 


M 
10FM 
149PM 
200F M 
SSF M 


150k M 
M 


M 
200K M 
300PM 
150PM 
150FM 
300) 

300 

200F M 


150PM 


150FM 
125F M 
200F M 
200F M 
175FM 
125FM 
100FM 
100FM 
100F M 
125FM 
100K M 
M 
67FM 


M 
M 
200F M 
175FM 
113k M 

M 
100F M 
150k M 


APPROVED INTERNSHIPS 


Number and Type 


18 


Straight Pediatrics 


60 
lz 


16 


to 


— 


of Internships 


Rotating General 


Rotating General 
Rotating General 
Rotating General 
Straight Medicine 


Straight Surgery 
Straight Pediatries 


Rotating General 
Rotating General 


Rotating General 


Rotating General 
Rotating General 
Rotating General 


Retating General 


Rotating General 


Rotating General 
Rotating General 


Rotating General 


2 Rotating General 


Rotating General 


Rotating General 


Retating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


Rotating General 


Rotating General 


Rotating General 


Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatrics 


Straight Pathology 


Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


Rotating General 


Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


471 


Code 
Number 
36211 
R6934 


36311 


36533 
S634 
711 
36611 


36711 


36811 
36911 
37011 
37111 
37211 
37311 
37411 
37511 


37611 


37711 


37811 
37911 
88011 
93311 
38211 


38511 
38611 
38711 
38811 
38911 
39011 
39032 
39033 
39034 
30036 
39111 
39211 
34311 
30411 
89511 
34s 11 
3u711 
s7211 
39611 
39011 
97911 


40011 


; <Omaeen. the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
tions and ower references will be found on pages 482 and 483. 


Program, sponsored | by the American 


= Req 17 12 
14 Req 12 
1.050 Req 12 
209 Req 1? 36411 
711 Req 61 12 | 36511 
3653? 
142 5,147 Req 12 2 
108 5.436 Req 11 1? No 
10 1538 Rey if) 12 No 
173 5,044 Req 7 1? No 
2H) 9,733 Req 34 1? No 6 
S486) Req 17 1? 
16.524 Req 1? No 
12? $857 Req 1? 
8.142 Reg 12 10 
20 8,880 Req 15 2M 
247 Req 1? 207 
203 Req 15 1? No 8 
422 Req 70 1? No 12 
278 Req 3 12 No 10 
276 Req 12 No 10 
169 Req 35 No 
158 Req 1? 1] 
243 Req 32 bu No \? 38411 
218 Req 23 1? No 
270 Req No 
337 Req 1? No 
Req No 3 
330 Req i3 No 
1,019 Req 1? 
327 . 1? No | 
No 
121 
34 37 1? 
7 1? 10 


472 APPROVED INTERNSHIPS 
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Name of Hospital and Location a 
NEW JERSEY-—Continued 
188 Essex Ave., Orange 
Bergen Pines County Hospital #1-8.............. County 
E. Ridgewood Ave., Paramus 
Passine General Hospital NPCorp 
350 Boulevard, 
211 ve., Pas 
Nathan and Miriam 
680 Broadway, Paterson 4 
Paterson General Hospital #'-9.................. NPCorp 
528 Market St., 3 
703 Main St., 3 
Amboy General | NPCorp 
) New Brunswick Ave., Pesce Amboy 
Park Ave. and Randolph Rd., Plainfield 
NPCorp 
ehill Ave., Somers 
198 Morris Ave., “sain 
Teaneck , Teaneck 
446 Bellevue Ave., 
601 Hamilton Ave., Trenton 
Ww iNiam Mckinley Memorial Hospital 1-%........ NPCorp 
750 Brunswick Ave., Trenton & 


NEW MEXICO Hospitals, |; Internships, 9 
Bernalillo County- ~ mospital County 

2211 Lomas Blvd., N.E., Albuquerque 

NEW YORK— Hospitals, 105; Internships, 1,813 


New Scotland Ave., Albany & 


161 Pearl St., Albany 7 
St. Hospit Chureh 
632 New Scotland Ave., Albany 8s 
Binghamton City Hospital #'-*................. City 
tehell and Park Aves., Binghamton 
NPCorp 
55 Palmer Ave., Bronxville 
Beth. El Hospital NPCorp 
Linden Rockaway Pkwy., 
Brooklyn 
1 De Kalb Ave., 1 
Shore and Ocean Phwy., Brooklyn 35 
Cumberland Hospital City 
39 Auburn Pl., Brooklyn 5 
Kingsland and Skillman Aves., Brooklyn 11 
Jewish Hospital NPCorp 
Prospect Pl., Brooklyn 3s 
County Hospital City 
451 Clarkson Ave., Brooklyn 3 
Long Island College Hospital #!-*X57........... NPCorp 
340 Henry St., Brooklyn 1 
Chureh 
2? Junius St., Brooklyn 12 
Lutheran Medical Chureh 
520 4th Av Brooklyn 20 
Matmontiee Hospital NPCorp 
4802 10th Ave., Brooklyn 19 
Methodist Hospital Chureh 
6 6th St., Brooklyn 15 
NPCorp 
Washington Ave., 38 
St. Catherine’s Hospital Chureh 
133 Bushwick Ave., Brooklyn 6 
St. John’s Episcopal Hospital Chureh 
480 Herkimer St., Brooklyn my 
1298 ‘st. Marks Ave. 13 
280 Henry St., 
St. Johns Brooklyn 13 
Ww Heights Hospital NPCorp 


374 St., 37 


Total Beds 


Number of 
Patients 
Admitted 


10,524 
3,801 
10,052 


6,748 


5,868 
10,640 
12,339 
15,402 
14,353 

8,432 

9,123 

8,306 

9,033 
11,744 


6,628 


5,257 


20,014 


3,647 
8,292 
11,0 


5866 


6892 


15,535 


60505 


11,579 


6.094 
6371 
13,591 


10,701 


6,351 


8,578 


Outpatient 
Service 
Autopsy 
Percentage 
Length of 
Program 
(Months) 
Affiliated 
Service 
Beginning 
Stipend 
(Month) 


nw 


125FM 
OFM 

75FM 


160PM 
125FM 
100PM 
100FM 


25-150F M 


125FM 
M 
M 


5-160PM 


130FM 
200F M 
125FM 
200F M 


160FM 
7IFM 


7TIFM 
SOF M 


131PM 


200F M 
“PM 
“ORM 


200PM 


M 


M 


M 


— 


tempts 


t 


— 


IS 


Number and Type 


of Internships 


8 Rotating General 
2% Rotating General 
5 Rotating General 


4 Rotating General 


6 Rotating General 


2 Rotating General 


Rotating General 
Rotating General 
Rotating General 


Rotating General 


2 Rotating General 
Rotating General 


G Rotating General 


Rotating General 


5 Rotating General 


9 Rotating General 


Rotating General 


5 Straight Medicine 


Straight Surgery 
Rotating General 


% Rotating General 
5 Rotating General 


Rotating General 


Rotating General 


Rotating General 
Rotating General 


Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatries 
Rotating General 


Rotating General 
Straight Medicine 
Straight Pediatries 
Rotating General 


“6 Straight 


Straight Surger 


3 Straight Pediatrics 


Straight Pathology 


i} Rotating General 
2 Straight Medicine 


Straight Surgery 


‘ Rotating General 


Rotating General 


Rotating General 
Straight Medicine 
Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatrics 
Rotating General 
Rot. (Med. Major) 
Rot. (Surg. Major) 
Rotating General 


Rotating General 
Straight Medicine 
Straight Surgery 
Straight Pediatrics 
Rotating General 


Rotating General 
Rot. (Med. Major) 
Rot. (Surg. Major) 
Kot, (Ped. Major) 
Rot. -Gyn. 


Rotating General 


& Rotating General 


Hospitals designated with an “asterisk (*) in this listing do not participate in the National Intern Matchin 


Program 


’ sponsored by the American 


Medical Association, the American Hospital Association, the reer = of American Medical Colleges, and other cooperating organizations. 


Abbreviations and other references will be found on pages 482 an 


Number 

338 40111 

622 Req 34 12 209 90811 

20 Req 3s 12 No 40211 

i” Req 3) 12 No 40311 

M7 Req 17 12 No 40411 

347 Req 38 12 NO PC 40511 

442 Req 34 12 No ty 40511 

352 aes 34 12 No 14 87311 

400) Req 31 12 0 17a 10 40711 

215 Req 38 12 No a 93411 

251 Req 1? No 40811 

183 Req {1 12 No 40911 

24 Req 5 12 No 41011 

357 Req 12 No 41111 

184 | Req 39 12 No 41211 

41432 

12 41433 

137 Req 4] 12 No 10 41511 

29° Req 538 12 212 41611 
102 Req 47 «12-24 No 41811 V ie 
201 Req 44 12 No 195° 

9,728 Req 12 No 41911 

338 9,941 OK 49 12 No 14 42011 

67 6,232 Req 35 12 No | 42211 

307 7,280 Reg i) 12 No 42311 

42332 

42333 

42334 

281 | Req 28 12 No | 42411 

199 | Req 42 12 No ds $2511 

42532 

4 42534 

3,221 Req 35 12 No lid $2611 

42632 

42633 

42634 

401 Req 42 12 No 12711 

42732 

42733 

153 Req 37 12 No a 97211 

WY) Req 65 12 No a 43011 

Req 34 12 No 42x11 

42832 

374 | Reg 39 12 No 4291) 

42032 

$2933 

170 5 AGS 27 12 NO 87411 

87412 

87413 

28? 7,903 Req 12 No 43111 

251 7462 Req ae 1? No | a 43211 

$3232 

43233 

43234 

237 2,726 Req 40) 12 No 43311 

3.632 Req 44 1? No 

W712 

210 Req 2s 12 No 43411 

258 Req 12 No 43511 


Vol. 165, No. 5 


APPROVED INTERNSHIPS 


n ou 
Yas 22 Ae 
= "es os 
Name of Hospital and Location OF 
NEW YORK— Continued 
Allied Hospitals of the Sisters of Charity #'-8.. Church 607 29 494 Req 31 
(Sisters of Charity and cine Hospitals) 
2157 Main St., Buffalo 
— General Hospital NPCorp 646 17,538 Req 63 
” High St., Buffalo 3 
Children’s Hospital NPCorp 260 11,700 Req 
219 Bryant St., Buffalo 22 
Deaconess ‘Hospital kd 008008 NPCorp IR} 10,139 Req 38 
563 Riley St., Buffalo 
Edward J Meyer Memorial Hospital #'-*-X5t.. County 9R9 12,354 Req 41 
462 Grider St., Buffa 
Merey Chureh 360 12,862 Req 41 
Millard Fillmore Hospital NPCorp 19,303 Req 
3 Gates Cirele, Buffalo 9 
Sisters of Charity Ee ere ee See Allied Hospitals of the Sisters of Charity 
Buffalo 14 
Mary Imovene Bassett Hospital #'-%-x50X53.... NPCorp 12 3,382 Req 63 
Atwell Rd., Cooperstown 
Elmhurst General Hospital #'-8-4................ City 823 11,631 Req 95 
79-01 Broadway, Elmburst 73 
(Replacing New York City Hospital) 
Arnot Memorial Hospital NPCorp 213 7,770 Req 
Roe Ave., Elmira 
St. Joseph's ‘Hospital Chureh 229 8,879 Req 38 
> KE. Market St., Elmira 
Flushing Hospital and Dispensary lee eee NPCorp 313 12,267 Req 45 
4 Parsons Blvd., Flushing 55 
Hospital NPCorp 183 7,985 Req 43 
St. Andrews Lane, Glen Cove 
Falls pital NPCorp 240 11,488 Req 35 
0) Park St., Glens Fails 
Meadownrook * County 600 14,348 Req 47 
e Tpke. and nibh Ave., Hemp- 
NPCorp 268 9,017 Req 35 
89th Ave. and Van Wyck Expwy.. Jamaica 18 
Mary Immaeuate Hospital #1-3-¢,.....0........ Chureh 295 9,263 Req 36 
152-11 h Ave., oll 
Queens Genera Hospital City 1,430 13,899 Req 37 
82-68 1 St., Jamaica 32 
33 Harrison St., Johnson City 
Our Lady of Victory Hospital er Chureh 260 9,112 Req 28 
&) Ridge Rd., Lackawanna 18 
St. John’ s Long Island City Hospital #'-%...... Chureh 222 6.104 Req 29 
25-01 Tackson Ave., Long Island City 1 
Ist St., Mineola 
Northern Westchester NPCorp 145 5.190 Req 10 
E. Main St., Mount Kiseo 
Mount Vernon gs NPCorp 265 850) Req 45 
12 N. 7th Ave., Mount 
St. Luke's re NPCorp 194 7,402 Req 27 
70 Dubois St., New rvh 
Long intone Jewish Hospital sg NPCorp 249 8,340 Req 66 
270-05 76th Ave New Hyde Park 
New Rochelle Hospital + NPCorp 337 10,463 Req 36 
16 Guion Pl, New Rochelle 
Bellevue Hospital Center 53-54-56........ City 2,684 45,505 Req 40 
Ist Ave. and 27th St... New York 16 
First Medieal Division 
Columbia University Req 
r Dickinson W. 
First Surgieal Divisi 
Dr. Kenneth M. Lewis. S 
Second Medical Division 
Dr. Thomas P. pra 
Second Sureical Div ision- 
ston W. Hola 
Third Mevtiont Divisio or 
New York Univ. Col. at Med. #1- - Req 
Dr. William S. Tillet 
Third Surevieal Division 
Dr. John H. 
Third Division, Dept. of Pathology— 
Dr. Marvin Kusehne 
Third Division, Dept. of eee 
Dr. L. Emmett Holt, ar 
Fourth Medieal Divisio 
New York U niv . Post- Medical 
Dr. ¢ F. Jr. 
Fourth Surgieal Divisio 
New York Univ. Post- Medical 
Dr. J. William Hinton 
Davie Hospital NPCorp 280) 5,173 Req 27 
nd St., New York 17 
Beth , a ‘Hospital Serre NPCorp 358 8,957 Req 45 
10 Nathan D. portman Pl., New York 3 
NPCorp 329 8,727 Req 31 
1276 Fulton York 5 
Municipal Hospital ~8-4-X%52.... City 731 6,428 Req D4 
Pelham Pkwy. and Eastchester Rd., New 
York 61 


Length of 
Program 
(Months) 


Affiliated 
Service 


216 


Beginning 
Stipend 
(Month) 


225FM 


150-200F M 


100FM 
250F M 
233PM 
200-225F M 


260 


110PM 
71FM 


200F M 
300PM 
1)0FM 
200F M 
200F M 
150FM 


125FM 
10FM 

71FM 
200PM 
100F M 
150F M 
100FM 
100FM 
200F M 

OFM 
200FM 


71FM 


71FM 


7TIFM 


7IFM 


7TIFM 


TIFM 


TIFM 


7TIFM 


71FM 
TOF M 
110PM 
FM 


Number and Type 


18 


18 
3 


of Internships 


Rotating General 


Rotating General 
Straight Medicine 


3 Straight Surgery 
6 Straight Pediatrics 


24 
20 


15 


9 
1 
36 
4 
4 
12 


Rotating General 
Rotating General 
Rotating General 


Rotating General 


Rotating General 
Straight Medicine 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


8 Rotating General 


6 


34 


12 
8 
34 
12 
9 


Rotating General 


Rotating General 


Rotating General 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


16 Rotating General 


6 Rotating General 


4 


Rotating General 


12 Rotating General 


8 Rotating General 


14 


Rotating General 


10 Rotating General 


) 


4 


24 


urg. or Pa 


Rot. (Surg. Major) 
Straight Surgery 


Straight Medicine 
Mixed (Med.-Path.) 


Straight Surgery 


Straight Medicine 
Mixed (Med.-Surg.) 


Straight Surgery 
Mixed (Surg.-Med.) 
Straight Pathology 


Straight Pediatries 


Straight Medicine 


Straight Surgery 


Rotating General 


i} Rotating General 


Rotating General 


Straight Medicine 
Straight Surgery 
Straight Pediatries 


473 


Code 
Number 
44111 


43611 
43632 


43711 
43811 
43911 
44011 


44211 
44232 
49111 
44311 
44411 
44511 
44611 
44711 
44811 


44911 
45011 
45111 
45211 
45311 
45411 
45511 
45611 
45711 
45811 
96311 
45911 


46067 


46113 
46133 


46232 
46227 


46333 
46432 
46424 

46533 
46524 
93036 


92934 
46632 


46733 
46911 


Hospitals ‘designated | with an asterisk (*“) in this listing do ae perdi in the National Intern Matching Program, sponsored by the American 


Medical Association, the American Hospital Association, the Asso ma © American Medica! Colleges, and o 


Abbreviations and other references will be found on pages 482 and 


er cooperating organizations. 


| | 
12 No 
43633 
12 No 96534 
12 914 
12 No 
12 No 
12 213 
12 No 
12 No 
12 No 
12 No 
2 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
12 No 
2 No 
12 No 
12 No 
12 No 
12 
| 
12 No 
4 
12 No | 6 
4 
12 No ma ] 
12 No 
12 No | 
12 No 47011 
12 No 9 47111 
12 No 16 93138? 
1? 93133 
— 10 93134 
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474 APPROVED INTERNSHIPS 
on 
° 
Name of Hospital and Location > 
NEW 
27 E. 19th 8 Sew York 3 
Southern Blvd. and Crotona, New York 58 
Forty ee ~ Beth David Hospital.......... See Beth David Hospital 
Freneh Hospital ... NPCorp 239 6,055 
330 W. 30th New York 1 
32 Lenox Ave., “Yes York 37 
1919 Madison Ave., New York 35 
Memorial Hospital .. NPCorp 185 6,169 
St. and Broadway, New York 40 
70 Convent Ave., New York 27 
1650 Grand Coneourse, New York 57 
Lenox Hill Hospital NEOOED 480 12,226 
1 76th St., New York 2 
Lineoln Hospital City 404 12,134 
320 Coneord Ave., New York 5 
Misericordia Hospital + Chureh 183 4,749 
531 Sith St.. New 
lth St. and Bainbridge Ave., New York 67 
230 Gerard Ave., New York 5 
Cabrini Memorial Hospital Chureh 170 3,818 
1 Edgecombe Ave., New York 32 
Mount +1- NPCorp 1.0 24,238 
1 Ith St., New York 29 
Welfare Island, New York 17 
(Replaced General Hospital, 
Elmhurst 73) 
New York $1-3- NPCorp 1,105 23,918 
525 E. 6 , New York 2? 
Stuyvesant Sq. FE. and 15th St... New York 3 
New York Polyclinic Medic al Se hool and 
345 W. Soth St... New York 19 
2 W. 168th St.. New York 32 
Roosevelt Hospital 459 9.376 
28 W. Seth St... New York 19 
15 W. Sist New York 19 
EF. St., New Yor 
421 W. 113th St., New York 25 
St. Vincent's Hospital ese» Church 76s 17,021 
153 W. 11th St., New York 11 
+S Manhattan Ave., New York 27 
Mount St. Mary's Hospital 1-*................... Church 5,785 
515 6th St., Niagara Falls 
Niagara Falls Memorial Hospital ?-4............. NPCorp 302 11,036 
621 loth St., Niagara Falls 
Hospital + ease NPCorp 231 7,144 
Boston Post Port Chestet! 
North Rd., 
Vassar Brothers NPCorp 2) 9,839 
Reade Pl, Pougiikeepsie 
Hospital NPCorp 25? 10.576 
Alexander St., Roehester 7 
Ave. at Bellevue Dr., Rochester 20 
General Hospital NPCorp 13,214 
1475 Portland Ave., Rochester 21 
Genesee St., Rochester 
Strong Memorial Rochester Municipal 
Crittenden Blvd... Rochester 20 
Nott St.. Schenectady 


MeClellan St., Se 4 


Outpatient 


Req 


Req 


Req 
Req 


Req 


Req 


Req 
Reg 


Req 
Req 


Req 


Rey 
Req 
Req 
Req 


Rey 


Req 


Req 


Reg 


Reg 
Reg 


Autopsy 
Percentage 


a 


a7 


Length of 


Program 
(Months) 


to 


}2-24 


12 


Affiliated 
Service 


No 


No 


No 


No 


No 


No 


Beginning 
Stipend 
(Month) 


OFM 
TIFM 


soPM 
TIFM 
TIFM 
M 
M 


1383PM 


75PM 


100F M 
M 


Sok M 


7IFM 


M 


M 


2008 M 


150-2008 M 


100-150F M 


175FM 


M 


M 


— 


Number and Type Code 
of Internships Number 
” Rotating General 47211 
7 Rotating General 47411 
4 Rotating General 47511 
» Rotating General 47811 
6 Rotating General 47911 
4 Rotating General 48011 
6 Rotating General 48111 
3 Straight Medicine 
3 Straight Surgery 48133 
1 Mixed (Med.-Sure.) 
8 Rotating General 48211 
} Straight Medicine 4823? 
1 Straight Surgery 48233 
3 Rotating General 48311 
” Rotating General 48411 
0 Rotating General 48611 


16 


4 


~ 


Mixed (Med.-Surg.-Pul.- 


Neurology-Neoplastie) 48785 
Rotating General 48811 
Rotating General 48911 
Rotating General 49011 
Straight Medicine 49230 


Straight Surgery {9233 


Straight Pediatries 4 
Straight Pathology 
Rotating General 87511 
Rotating General 4941] 
Straight Medicine 40532 
Straight Surgery 495233 
Straight Pathology 40536 
Mixed (Med.-Ped.- 

Surg.) 40023 
(Surg.-Gyn.- 

Med 40672 
Rotating General 40711 
Straight Medicine 40732 
Straight Surgery 40733 
Rotating General 40811 
Mixed (9 me. Med.- 

3 mo. Surg. 
Mixed (9 mmo, Surg.- 

Smo. Med.) 
Straight Pediatries 49034 
Rotating General 
Straight Medicine 
Straight Surgery 
Rotating General 
Rotating General 
Rotating General W3511 
Rotating General WII 
Rotating General O11 
Rotating General ell 
Rot. General (12 mo.) 50711 
Rot. General (24 mo.) 50716 
Straight Medicine 
Straight Surgery MITS3 
Straight Pathology 
Rotating General 
Straight Surgery 
Rotating General 
Straight Medicine 
Straight Surgery 
Rotating General 
Rot. General (24 mo.) 
Straight Medicine 132 
Straight Surgery 
Straight Pediatries 
Straight Pathology 
Mixed (Surg.-Ob.-Gyn.) 51126 
Rotating General 
Rotating General tas 


- Hospitals designated with an asterisk (*) In this listing do not participate in the ‘National ‘intern Matching Program, sponsored by ‘the American 
Medical Association, the American Hospital Association, the ee of American Medical Colleges, and other cooperating organizations. 


Abbreviations and other references will be found on pages 482 and 4 


Req 38 No 
Req 29 No TIF M 
Req 4? 12 217 
Req 31 12 No I 
Reg 12 218 
Req 31 12 = 
Req 41 12 219 
Req 12 No | 
Req 12 200) 
Req 30 1? No | 
Req 29 12 No 
None 9 1? No 
Req 35 12 No ] 
Keq 1? No 
Req ¥ 1? No I 
| 12 || | 
6? 12 No | 
as 12 No | | 1” 
] ) 
| 44 12 No 
| 31 12 No 13 
] 
61 12 No 
45 12 No 
49 12 21 
> 1? No 
12 || 
|| 49 12 No | Is 
= | 25 
|| 
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APPROVED INTERNSHIPS 


— 
Name of Hospital and Location s 
NEW Continued 
St. Vincent's Hospital #1-8........... 
305 Bard Ave., Staten Island 10 
Staten Island Hospital NEOOTD 
Ol Castleton Ave., Staten Island 1 
General Hospital wile eveseane NECOW 
116 Castle St... Syracuse 5 
St. Joseph's Hospital wer Chureh 
SOL Prospect Ave., Syracuse 3 
State University of New York Upstate Medical 
Center Hospitals (University Hospital of the 
Good Shepherd, Crouse-Irving and Memorial 
766 Irving Ave., Syracuse 10 
41 114th S Troy 
87 Oakwood Ave., Troy 
Peoples and Burdett Aves... Troy 
Grasslands Hospital County 
Valhalk 
White Plains NPCorp 
>. Post Rd., White Plains 
St. John’s Riverside NPCorp 
65 Ashburton Ave., Yonkers 
Yonkers General Hospital NPCorp 


7 Ashburton Ave., Yonkers 


NORTH CAROLINA Hospitals, 12; 
Mission Hospital 


Internships, 202 


Western North Carolina 1............... coos NPCOrp 
Ave., Asheville 

North Carolina Memorial Hospital #'-"-X60..... Stute 
Pittsboro Rd., Chapel Hill 

Charlotte Memorial Hospital #'-*................ NPCorp 
1h) Seott Ave., , Chariotte 3 

Durham 

| Fayetteville St.. Durham 

Club Blyd., 

Moses Cone mospital NPCorp 
lvoe Elm St., Greensboro 

13 Mary's St., Raleigh 

James aiker Memorial NPCorp 


loth and Rankin Sts., 
City Memorial Hospital eh 


ospital St., Winston. Salen 


Kate Reynolds Memorial Hospital 
1101 EK, Winston-Salem 4 
North ( Baptist Hospital Chureh 


3800S. Hawthorne Ra... Winston-Salem 7 


NORTH DAKOTA Hospitals, 4; Internships, 21 


365 Oth Ave S., Fargo 
727 Broadway, Fares 
Grand Forks Deaconess Hospital NPCorp 
2 th St., Grand Forks 
Is ith Ave, Minot 
OHIO~ Hospitals, 52; internships, 761 
FE. Market St., Akron 
Wabash Ave., Akron 7 
Main St., Akron 10 
Barberton Citizens Hospital NPCorp 
Tnseora Park, Barberton 
NPCorp 
625 Clarendon Ave., Canton 10 
23 Market Ave. N unton 
Oak St. and Reading Rad... Cineinnati 6 
Auburn Ave., Cineinnati lo 
Ciacianatt General Hospital City 


3231 Burnet Ave., Cineinnati 20 


Total Beds 


352 


slo 


Number of 


Patients 
Admitted 


11,020 


8,515 


13,341 


2,739 


10,308 


9,822 
13,531 
10,479 
12,723 

5,ATH 


13,063 


6,521 
7,180 
5,743 


17,741 
13,306 
10,317 

W116 
13,273 


10,353 


11,419 


5. 


Outpatient 


Req 


Req 
Req 
Req 
Req 


Rey 
Req 
Req 


Req 
Req 


Req 
Req 


Req 
Reg 


Req 
Req 
Req 
Rey 
Rey 
Rey 


Req 


Req 


Req 


Req 
Req 
Req 
Reg 
Req 
Rey 
Reg 


Reg 
Req 


Autopsy 


Percentage 


40 


30 


Length of 


Program 
(Months) 


Affiliated 


No 
No 


No 


No 
No 
No 
No 
No 
No 


Beyvinning 


Stipend 


(Month) 


M 
1WOFM 
167 


167PM 


20S 


M 


225PM 


35 


M 


M 
M 
hor M 
20 PM 
20 M 


look M 


200 F M 
M 
M 
225F M 
250PM 
M 


Lor M 


Number and Type 


12 


Hospitals designated with an asterisk ¢(*) in this listing do not participate in the National ‘Intern ‘Matching Program, 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 


of Internships 


Rotating General 
Rotating General 


Mixed ci 
Ob -Giy 


2 Rotating General 


>) Rotating General 
>) Straight Medicine 


Straight Surgery 
Straight Pediatries 
Mixed (Med.-Surg.) 
Rotating General 


> Rotating General 


Rotating General 


( Med.-Ped.- 

Surg 

Mixed (Surg.-Ob.- 
ed.) 


Rotating General 
Rotating General 


Rotating General 


Rotating General 


Straight Medicine 
Straight Surgery 
Straight Pediatrics 
Straight Pathology 
Mixed (Med.-Ped.) 
Rotating General 


Straight Medicine 
Straight Surgery 
Straight Pediatries 
Straight Pathology 
Mixed (Ob.-Ped.) 
Rotating General 


Rotating General 
Straight Medicine 
Mixed 


(Med.-Ob.-Gyn.-Surg.) 


Rotating General 
Rotating General 


Rotating General 


i Rotating General 


Rotating General 


Straight Medicine 
Straight Surgery 
Straight Pediatries 


Straight Pathology 


Mixed (Ob.-Gyn.- 
Ped.-Med.) 24 mo. 
Rotating General 
Rotating General 
Rotating General 


Rotating General 


Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating General 
Rotating Gone 
Mixed (Med 
Surg.) 
Rotating General 


Rotating General 


475 


ode 
Number 


51722 


51611 
51632 


52011 


92123 


52160 
57311 


52611 


94911 


87711 


S7732 


87722 


94311 
58211 
53611 


32 


53911 
O11 


711 


4211 
4111 
WATT 
M511 


ASL) 


"sponsored by the American 


955 9 349 Req |_| 12 No 
915 7,442 Req | 1? No 
12” 5 Req 36 1? No 3 
304 12,125 Reg 43 12 No : 
695 25,917 3 12 No 
( 
3 
{ 
163 6.080) 1? No 7 
225 6,425 1] iz No 
lw 
"14 31 1? | 
143 5,328 31 12 
12 224 |__| 1? 
3 
ri 
| hs 1? NO WwW 711 
) 
92433 
10) 
4 
125 33 1? No 53011 
24) l2 = 12 
2 
1? lv 
1? 
m4 1? 
177 s 12 
S80 12-94 7 | | 
3 
| 33733 
8721 
175 “7 1? No M 
12 No 14 
4 ] No lt 
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APPROVED INTERNSHIPS 


Name of Hospital and Loeation 


OH1IO—Continued 
Good Hospital #!-3 
f 


3217 ¢ \ve., Cincinnati 20 

Burnet Ave., 29 

816 Betts St., Cincinnati 14 

City Hospital 
3395 Seranton Rd. Cley pean 9 

Cleveland Clinic Hospital + 


2020 E. 98rd St., Cleveland 6 
Evangelical Deaconess Hospital 
4229 Pearl Rd., Cleveland 9 
Fairview Park Hospital #'!-4 
18101 Lorain Ave., 
Huron - Hospit al + 
395 rrace Rd., 
Lutheran Hospita 1+ 
2609 Franklin Bivd., 
Sinai Hospital 
) 105th St., 
St. 
5163 Broadway, C einai 27 
St. John’s 
7911 Detroit Ave., ¢ 
11311 Shaker Blvd., Cleveland 4 
St. Vincent Charity Hospital 
2222 Central Ave., Cleveland 15 
University Hospitals 
2065 Adelbert Rd., 


Cleveland 11 

Cleveland 12 

Cleveland 13 


eland 6 


Cleveland 6 


Grant eo +3 


125 S. Grant Ave., ¢ ooeenbus 15 
State St., ¢ 22 
Hospit 


10th and Perry Sts., Columbus 10 

White Cross Hospital #1-3....................... 
700 N. Park St., 

Good Samaritan Hospital 
1425 Fairview ave. _ Dayton 6 

Miami Valley Hospital * 
1 Wyoming St., Dayton 9 

St. Elizabeth Hos pital +1- 


9 Hopeland St., 8 
Elyria Memorial Hospital #!-* 
) E. River St., Elyria 

185th St. and. Lake Erie, Euclid 19 
Merey Hospital + 
116 Dayton St., 
Lakewood Hospit 

519 Detroit Ay Lakewood 

Lima Memorial 1 + 


Linden and Mobel Sts.. Lima 
St. Rita’s Hospi 
801 W. High St., Lima 
2026 pers ay, Lorain 
BN. Blvd., Springfield 
2615 E. High S 
Ohio Valley 
380 Summit Ave... Steubenville 
349 Cherry St., 12 
2025 Ave., Toledo 9 
29291 Madison Ave, Toledo ? 


1609 Summit St., 
St. Charles Hospit 
Wheeling and Navarre Sts., 
St. Vineent’s Hospital 
2913 Cherry , Toledo 8 
2 N. Cove Bivd., Toledo 6 
1350 E. Market St., Warren 
St. Elizabeth Hospital 
1044 Belmont Ave., Youngstown 4 
Youngstown Hospital 
Oak Hill and Francis at. Youngstown 1 
Renee Lane at Goleta Ave., Youngstown 4 
7 Ashland Ave., Zanesville 


OKLAHOMA Hospitals, 6; Internships, 96 
12th City 3 
601 City 3 
sg) N.E. 13th St., Oklahoma City 4 


Toledo 11 
Toledo 5 


12th St., Oklahoma 3 


designated with an ¢*) this listing do not participate in the National Intern Matchin 
edical Association, the American Hospital Association, the Assoc a of American Medical Colleges, and other cooperating organizations. 


Control 


Chureh 
NPCorp 
Chureh 
City 
NPCorp 
Chureh 
NPCorp 
NPCorp 
Chureh 
NPCorp 
Chureh 
Chureh 
Chureh 
Chureh 
NPCorp 


NPCorp 
Chureh 
State 


Chureh 
Chureh 
NPCorp 
Chureh 
NPCorp 
NPCorp 
Chureh 
City 
NPCorp 
Chureh 
Chureh 
Church 
City 
NPCorp 
NPCorp 
County 
Chureh 
NPCorp 
Chureh 
Chureh 
NPCorp 
NPCorp 
Chureh 


NPCorp 


Church 


Chureh 


Church 


State 


Total Beds 


Number of 


Patients 
Admitted 


10,130 
11,000 
11,338 

7,587 
14,185 
10,871 

9,035 
17,907 
10,392 


22,540 


10,511 
17,172 
20,388 


14,217 
15,411 
21,857 
17,441 
8,635 
8,111 
12,825 
10,239 
11,143 
12,450 
16,790 
10,266 
8,485 
9,529 
7,539 
4,430 
12,536 
6,268 
8,049 
16,490 
12,366 
13,960 


14,659 


11,660 
16,430 


10,049 


10,115 


Outpatient | 


Z 
=] 
= 


Req 
Req 
Reg 


Req 


Autopsy 
Percentage 


35 


Length of 
Program 
(Months) 


Affiliated 
Service 


No 


Beginning 
Stipend 
(Month) 


100F M 
100F M 
200F M 
200k M 
235PM 

175-250PM 
100FM 
200F M 
100PM 


2500 F M 


225FM 
200PM 
2»5PM 
125FM 
100-150F M 
100FM 
175FM 
250F M 
300PM 
200F M 
250PM 
175FM 
225F M 
M 
200F M 
250F M 
250F M 
M 
M 
200F M 
250 M 
200F M 


OEM 


200F M 


200PM 
75FM 


200 F M 


ibe A., Oct. 5, 1957 


Number and Type 
of Internships 


16 Rotating General 


16 Rotating General 


12 Rotating General 


30 Rotating General 


12 Rotating General 


10 Rotating General 


12 Rotating General 


” 


12 


Rotating 


Rotating 


Rotating 
Rotating 


7 Rotating 
5 Rotating 


>) Rotating 
Straight Medicine 


General 


General 


8 Rotating General 


General 
General 
General 
General 


General 


Straight Surgery 


Straight Pediatries 
Straight Pathology 


Rotating 
Rotating 


Rotating 
Rot. 


Rotating 
Rotating 
Rotating 
Rotating 
Rotating 
Rotating 
Rotating 


Rotating 


2 Rotating 


Rotating 
Rotating 
Rotating 
Rotating 


Rotating 


i) Rotating 


Rotating 


Rotating 


Rotating 


Rotating 


> Rotating 


General 
General 


Major) 
2 Rot. Major) 


General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 
General 


General 


Rotating General 


Rotating 


Rotating 


Rotating 


General 


> Rotating General 


General 


General 


Rotating General 


i Rotating General 


Rotating General 


Rot. (Med. 
(Surg. 


Rot. 


Rotating General 


Major) 
Major) 


Code 
Number 


55111 
55211 
55311 
96811 
90911 
57111 
55611 
55711 
55911 
56111 


MOLI 
57011 
57311 
57511 


57611 


57911 
58011 
95111 
58211 
58311 
98011 


58611 
58711 

S811 
D881? 


59011 


Abbreviations and other references will be found on pages 482 and 483. 


Program, sponsored by the American 


|| 
591 19,231 17 12 No 200F M 
387 15,747 Req 12 No 125FM 
204 5,290 Req 4 12 No 200F M Pl 
9,943 Req 12 No 
147 11,777 Req 60 12 999 Po 
- 209 Req 36 12 No Po 
295 Req 12 No 
204 Req 43 12 No a 
189 Req 65 12 No 
348 Req 12 No 
291 Req 4? 12 No 
Req 4] 12 No 7 
45 Req M4 12 No 2? 
350 Req 58 12 230 
826 Req 12 No 211 
S 
2 
ry 24? None 43 12 231 12 W411 
44) Req 47 12 23) 16 | 36511 
592 Req 72 12 232 rT 56611 
1 M61? 
1 
330 Req $5 12 931 14 
420 Req 37 12 No 10 MRI 
650 Req 5 12 No 16 V 1¢ 
510 Req 38 12 No 16 - 
Req 65 12 No 5 19 
Req 34 12 No 10 
300 Req 10) 12 No 8 
972 Req 43 12 No 6 i 
275 Req 29 12 No 
203 Req $9 1? 233 12 
220) Req 36 12 234 6 97311 
305 Req 12 No 87811 
“49 Req 51 12 No 9 57711 
210 Req 25 12 935 S 711 
167 Req 34 12 No 
276 Req 47 12 No 5 
27D Req 1? No 
Reg 37 12 No 
201 Reg 1? No 
13s Reg 37 12 36 
27 Req 72 12 No 6 
347 Req 29 12 No i 
Req 37 12 No 
95,568 Req 53 1? No 
6,394 Reg 37 12 No 
170 59 12 237 


Vol. 165, No. 5 


Name of Hospital and Location a 
OKLAHOMA-— Continued 
1653 FE. 2th , Tulsa 
St. John’ s Hospita Chureh 
1923 S. Utiea St., Tube 4 
OREGON. Hospitals, 7; Internships, 95 
Sacred Heart General Hospital ?................. Chureh 
751 E. Ave., Eugene 
Emanuel Hospital Chureh 
ROT N, Ave., 12 
22nd Ave., Portland 10 
932 S.E. 60th Ave., Portland 15 
Prov idence Hospital Church 
700 . 47th Ave., Poruand 13 
St. Vincent’ s Hospit al + Chureh 


2447 N.W. Westover nd. Portland 1 

University of Oregon Medical School Hospitals 

3181 S.W. Sam Jackson Park Rd., Portland 1 


PENNSYLVANIA~ Hospitals, 74; Internships, 919 


Abington Memorial Hospital NPCorp 
1200 York Rd., Abington 
17th and Chew Sts., Allentown 
Sucred Heart Hospital + Chureh 
4th and Chew Sts., 
700 Howard Ave., Altoona 
2601 Sth Ave., Altoona 
801 Ostrum St., Bethlehem 
Lower Bucks County Hospital !-8............... NPCorp 
Bath Rd. and Orehard Ave., Bristol 
Bryn Mawr Hospital 1-3... NPCorp 
Bryn Bryn Mawr 
9th and Barclay ~~ , Chester 
Geo. F. Geisinger Memorial Hospital #'-3-*...... NPCorp 
Danville 
Thomas M. Fitzgerald-Merey Hospital #'-8...... Chureh 
Lansdowne ave. and Baily Rd., Darby 
21st and Ste, Easton 
4 FE. 2nd8 6 
2420 Sassafras St., Erie 6 
and Mulberry Sts., Harrisburg 
3rd and Radnor Sts., 
Valley Memorial Hospital NPCorp 
Franklin St., Johnstown 
Nesbitt Memorial Hospital ! NPCorp 
M2 Wyoming Ave., Kingston 
. Duke St., L ancaster 
College Ave. and W aes St., Lancaster 
50) Sth Ave., MeKeesport 
Powell and Fornance Sts., Norristown 
30 De Kalb St., Norristown 
Albert Einstein Medical Cen 
York and Tabor Rads., Philadelphia 41 
Northern Division NPCorp 
Southern Division NPCorp 
8835 Germantown Ave. Philadelphia 18 
Episeopal Hospital NPCorp 
Front St. and Lehigh Ave., Philadelphia 25 


4940 Frankford ag ‘Philadelphia 24 
Germantown Dispensary and Hospital #'-X69%x72  NPCorp 
E. Penn and Wister Sts., Philadelphia 44 
Graduate of the U hiversity of 
19th a a Sts., Philadelphia 46 
( ‘ollege and Hospital #'-X68 NPCorp 
230 N, . Philadelphia 2 
Hospital of ‘the U aitouine of 
NPCorp 
3400 Spruce St., Philadelphia 4 
Hospital of the Woman's Medical College of 


NPCorp 
3300 Henry Ave., Philadelphia 29 

Jefferson Medical College Hospital #3-'-X69..... NPCorp 
10th and Sansom Sts., Philadelphia 7 

aster and City Line, Philadelphia 31 

5800 Ridge Ave., Philadelphia 2s 

Methodist Episcopal Hospital #'-K69............ Chureh 
Broad and Wolf Bte., Philadelphia 48 

Miserieotdia Hospital Chureh 
Mth and Cedar Ave., Philadelphia 43 


8050 Holme Ave., Philadelphia 15 


Total Beds 


Number of 


Patients 
Admitted 


12,755 
17,860 
14,888 

8,970 


11,069 


9,906 
15.656 


9,371 


5,598 
11,399 
9,126 
11,140 
9,244 
10,314 
14,498 
8,520 
13,669 
12,700 
16,487 
13,347 
15,237 
6,842 
14,470 
7,970 
14,427 
8,060 


6,445 


13 620 


21,219 

10,557 
4,918 
6,326 
9,23 


9,027 


Outpatient 
service 


2 


Req 
Req 
Req 
Req 
Req 
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Autopsy 
Pereentage 
Length of 
Program 
(Months) 
Beginning 


Affiliated 
Service 


tw 


tw 


== 
SS Number and Type Code 
Tw of Internships Number 
100FM 16 Rotating General 59111 
150FM 16 Rotating General 59211 
Rotating General 59311 
270PM 14 Rotating General 59411 
250PM 12 Rotating General 59511 
1 Straight Pathology 59536 
200PM ® Rotating General 59611 
20PM 12 Rotating General 59711 
250PM 12 Rotating General 59811 
100FM 28 Rotating General 59911 
150FM 12 Rotating General 60011 
200- 14 Rotating General 60111 
225FM 
200F M 10 Rotating General 60211 
300PM 12 Rotating General 60311 
200F M 4 Rotating General 60411 
250FM 12 Rotating General 60511 
150FM 6 Rotating General 97411 


175FM 12 Rotating General | 60611 


250F M & Rotating General 60711 
150FM 12 Rotating General 60811 
200F M 12 Rotating General 60911 
200F M 6 Rotating General 61011 
150-200 F M 10 Rotating General 
200F M 10 Rotating General 61211 
200F M 18 Rotating General 61411 
200F M 16 Rotating General 61511 
250F M 10 Rotating General 
300FM 4 Rotating General 95211 
200F M 12 Rotating General 61811 
200F M 4 Rotating General 61911 
250F M 10 Rotating General 62011 
20FM 6 Rotating General 62111 
2 Rotating General 62211 


sat 33 Rotating General 63111 
4 Rotating General 91011 
10FM 12 Rotating General 62311 
225FM & Rotating General 62411 
150FM 12 Rotating General 62511 
75FM 12 Rotating General 62611 
OFM 24 Rotating General 62711 
42FM 32 Rotating General 62811 
100FM 8 Rotating General 62911 
OFM 40 Rotating General 63011 
175FM 12 Rotating General 63211 
250F M 6 Rotating General 63311 
8 Rotating General 63511 
200M 10) Rotating General 63611 
M Rotating General 63811 


Hospitals designated with an asterisk (*) in this listing do not participate in the National Intern Matchin 
Medical Association, the American Hospital Association, the Asso — of American Medical Colleges, and o 


Abbreviations and other references will be found on pages 482 and 4 


» Program, sponsored by the American 


r cooperating organizations. 


350 17,321 35 |_| No 
625 29 No 
270 Req R2 12 No 
431 Req 61 12 No 
447 Req 66 12 No 
176 None 44 12 No 
IR} | Req 69 12 238 
383 13,574 Req 15 12 239 
562 8,506 Req 68 12 No 
314 Req 13 1? No 
508 | Req 1? 12 No 
391 | Req 43 12 No 
322 9,676 Req 36 12 No 
162 Req 30 1? No 
363 Req 45 12 No 
147 Req 18 12 No 
28] Req 61 12 No 
270 Req 61 12 No 
334 Req e 48 12 No 
259 Req 43 12 No 
382 Req a1 12 No 
311 Req 48 12 No 
192 Req 60 12 No 
500) Req 59 12 No 
432 Req 37 12 No 
200 Req 34 12 No 
450 Req 46 12 No 
267 Req 45 12 No 
445 Req 41 12 No 
187 Req 44 12 No 
175 | | Req o4 12 No 
400 Se Req lay 12 No 
316 Req 12 No 
134 5,953 Req 51 12 No 
45 9,594 Req $5 12 No 
188 7,806 Req 60 12 No 
313 9,698 Req 51 12 No 
350 8,137 Req 60 12 240) 
537 14,897 Req 55 12 No 
R10 21,153 Req 73 12 No 
206 6,497 Req 62 12 No 
Req 55 12 No 
335 58 12 No <i 
149 35 12 241 
229 $0) 12 NO 
251 it} 12 No 
61 12 242 
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eat Se 86 38 det 
Name of Hospital and Location > Og and of Internships Number 
PENNSYLVANIA Continued 
Northeastern Hospital NPCorp 150 4,652 Req 32 12 400FM Rotating General 97811 
Allegheny Ave. and Tulip St., Philadelphia 34 
Pennsylvania Hospital *! 69-71 NPCorp 409 12,822 Req 64 243 FM IS Rotating General 63911 
Sth and Spruce Philadelphia 7 
Philadelphia General 
Hospital + 1-3-4 -X 68-69-70-71-72.. City 1,698 21,508 Req 12 No 59FM 108 Rotating General 64011 
34th S Curie Ave., philadelphia 4 
Presbyterian Hospital Church 326 8,727 keq 62 12 No 100FM 12 Rotating General 64111 
51 N. 39th St., Philadelphia 4 
St. ‘Hospital Chureh 243 8,378 Req 41 12 No M 10 Rotating General 64211 
1900 S. Broad St., Philadelphia 45 
St. Joseph’s Hospit ai Chureh 200) 5,809 Req a” 12 No 300F M 6 Rotating General 64311 
16 St. and Girard Ave., Philadelphia 30 
St. Luke’s and Children’s Medieal Center #'-x68. NPCorp 94° 7,508 Req 24 12 No 250F M 8 Rotating General 64411 
Franklin and Thompson Sts., Philadelphia 22 
*Temple University Hospital #1-%-X70........... NPCorp 6K) 16,158 Req 12 25FM 36 Rotating General... 
3401 N. Broad St., 40 ‘ 
Allegheny General Hospital #1-4.................. NPCorp 586 11,057 Req 41 12 No 182F M 18 Rotating General 64811 
320 E. North Ave., 
Health Center Hospitals of the University of P a 
Pittsburgh School of Medicine #1-%-X73........ NPCorp 1,244 36,393 Req 64 12 245 100FM Rotating General 65211 
3941 O'Hara Pittsburgh 13 4 
Merey Hospita i NPCorp 655 16,976 Req 38 12 No 210PM 12 Rotating General 64911 
1400 Loeust St., ates 19 
Montefiore NPCorp 321 9,513 Req 4) 12 No 200F M 12 Rotating General 65011 
3459 Sth Ave., 13 
Pittsburgh Hospital + NPCorp 225 7,201 Req 12 No 200F M 6 Rotating General 
nkstown pat Pittsburgh 6 
St. General Hospital and Rehabilitation 
NPCorp 688 15,121 Req 12 No 200F M Ik Rotating General R8111 
408 45th St., Pittsburgh 1 
St. s Hospital and Dispensary '-*........ Chureh 170 5,354 Req 12 No M 6 Rotating General 65511 
115 rson St., Pi ttsburgh 3 
Shadyside ‘Hospit Ag NPCorp 363 8,479 Req 5s 12 No 300PM 10 Rotating General 65711 
entre Ave., Pitichureh 32 
South NPCorp 375 9,939 Req 36 12 No 275FM 9 Rotating General 65811 
S. 20th and Jane Sts., 8 
Western Pennsylvania Hos spita]l #1-3-".......... NPCorp 52 15,972 Req MO 12 No 200F M 18 Rotating General 65911 
480) Friendship Ave. 
Comets Gereral Hospital Ta NP¢ ‘orp 174 6,267 Req 38 12 No 20FM 5 Rotating General 66011 
ith St., Rea 
Reading Hospital + NPCorp 482 13,781 Req a7 12 No 200F M 14 Rotating General 66111 
6th and Spruce Sts., Reading , ‘ 
St. Joseph’ ds Chureh 7,043 Req 43 No 250 M 6 Rotating General 66211 
1215 Walnut St. 
Robert, Packer Hospital : SS ee NPCorp 340 12,077 Req 60 12 No 150FM 10 Rotating General 66411 
. Wilbur Ave., Sayr 
Seranton State Hospital State 290 6,125 Reg 27 No 205 F M 10 Rotating General 66611 
201 Mulberry St., Scranton 
Sewickley Valley Hospital !-8.................... NPCorp 230) 7,614 Req 34 12 No 275F M 6 Rotating General 66711 
Blackburn Rd., Sewickley 
Sharon NPCorp 28) 10,586 Req 31 12 No 100FM 5 Rotating General 93811 
740 FE. e St., Sharon 
Allegheny NPCorp 20) 8,736 Req 35 12 246 225FM 6 Rotating General 93611 
1300 Carlisle St., Tarentum 
Uniontown Hospital NPCorp 281 842 Req $2 12 No 300FM Rotating General 66811 
Washington NPCorp 315 6,826 Req 25 12 No M 8 Rotating General 66911 
» Wilson Washington 
Chester County Hospital SR eee NPCorp 195 4,918 Req 47 12 No 250F M 6 Rotating General 88211 
500 Marshall St. West Chester 
NPCorp 191 7.47 Req 35 + Me 300F M 6 Rotating General 67011 
1% Hanover St., ilkes-Barre 
Wilkes- — General eee NPCorp 376 9,717 Req 31 12 No 225F M 10 Rotating General 67111 
River and Auburn Sts., Wilkes-Barre P 
‘olumbia “Hospita NPCorp 18s 6,763 Req 37 12 No 300F M 6 Rotating General 67211 
2 Penn Ave., Wilkinsburg 21 
Divine Chureh 18) 6,229 Req 3 No 200F M 4 Rotating General 91311 
1100 Grampian Blvd., Williamsport “ 
Williamsport NPCorp 312 9,710 Req . No 200F M 8 Rotating General 67311 
777 Rura Ave., Williamsport 20 4 
EE ee NPCorp 347 12,885 Req 13 12 No 200k M 10 Rotating General 67411 
S. George St. and Rathton Rd., York 
RHODE ISLAND~ Hospitals, 6; Internships, 60 
NPCorp 216 5,830 Req 2) 1? No 100-150FM 6 Rotating General 67511 
Friendship St., Hewport 
Hospital + es NPCorp 290 8,037 Req 37 1? No 200F M 8 Rotating General 67611 
act St., Pawtuc ket 
“Hospital NPCorp 150 6,091 Reg 12 200 F M 8 Rotating General 95311 
164 Summit Ave., rowidence 6 
Rhode Island Hospital + NPCorp 627 16,452 Reg 18 24 247 75FM 18 Rotating General 67711 
593 Eddy St., 
Roger pd aero General ere re NPCorp 211 7,814 Req 33 12 No 200F M 8 Rotating General 67811 
Chalkstone Ave., Providence * 
s Hospital Chureh 31 8,036 Req 32 12 150K M 12 Rotating General 67911 
“1 Peace St., Providence 7 
SOUTH CAROLINA- Hospitals, 6; Internships, 98 
Medica! College of South Carolina Teaching 
Hospitals (Roper Hospital, 300 Calhoun St., 
Medic ul College Hospital, 55 Doughty St.) 
NPCorpState 74) 14,860 Req 12 No 125FM 30 Rotating General 68011 
‘‘harleston 16 
Colambis Hospital of Richland County #'-%.... County 444 i4 216 Req 32 12 No 150FM 18 Rotating General 68111 
Hampton St., Columbia 4 
Me Leo Pa See NPCorp 202 9,759 Req 29 12 No 200F M 5 Rotating General 68211 
Cheves St., Florence 
Greenville General Hospital CyCo 540 19,703 Rey 41 12 No 225 24 Rotating General 68311 
10> Mallard St., Greenville 
Orangeburg Regional County 215 7,526 Req 27 12 No M 6 Rotating General 68411 
arolina Ave. N. E., Orangebiiri 
~ Hospitals designated with an asterisk (*) in this listing do net | participate in the National Intern Matching Program, sponsored by the American 
As 


Medical Association, the American Hospital Association, the Assoc “ry 4 of American Medical Colleges, and other cooperating organizations. 


Abbreviations and other references will be found on pages 482 and 
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4 SE CURES Number and Type Code 
Name of Hospital and Location of internships Number 


SOUTH CAROLINA Continued 


General Hospital #'..... County 370 16,237 Req 28 2 No 15 Rotating General 68511 
85 N. Chureh St., Spartanburg 
souTH DAKOTA Hospitals, 3; Internships, 23 

MeKennan Hospital '-9K75.................0005. Chureh 190 7472 None 36 12 No 150FM 7 Rotating General 68611 

2ist St., Sioux Falls 

Sioux Valley Hospital @1-9X7§.......... cee eeess NPCorp 210 9,635 None 42 12 No 150FM 10 Rotating General 68711 
112: Euelid Ave.. Sioux Falls 

Sacred cart Hospital Chureh 208 5,299 Req 48 2 No 150FM 6 Rotating General 68811 
W. 4th St., Yankton 


TENNESSEE. Hospitals, 15; Internships, 257 


Baroness Erlanger Hospital #!-8-4.............. CyCo ae) 17,427 Req 43 12 No 200F M 18 Rotating General 68911 
241 Wiehl St., Chattanooga 3 Mixed (Ob.-Surg.- 


to 


Med. 68069 
“Holston ny! Community Hospital '-9....... NPCorp 245 12,004 Req 39 12 No 250F M 8 Rotating General —..... 
e St., Kingsport 
East haneame Baptist Hospital #1-8........... Chureh 24 12,711 Req 40 12 248 200F M 12 Rotating General 69011 
201 Blount Ave., Knoxville 10 
Fort Sanders Presbyterian Hospital '-8......... Chureh 189 9,558 Req 39 12 No 200F M 7 Rotating General 69111 
1909 W. Clinch Ave., Knoxville 16 
St. Mary's Memorial Hospital (‘hureh 270 10,687 Req 12 248 295-300F M 12 Rotating General 69311 
Oak Hill Ave., Knoxville 17 
“University of Tennessee Memorial Research Cen- 
State 952 Req 44 12 No 128FM 17 Rotating General 
Aleoa Hwy., 
Baptist Memorial Chureh 772 27,855 Req 41 12 249 125FM Rotating General 69411 
899 Madison Ave., Memphis 3 
*City ot Memphis Hospitals City 5380 21,349 Req 12 No 75-100FM 48 Rotating General 
Gaston Hospital) 
» Madison Ave. . Memphis 3 
Methodist Chureh 200) 14,102 Req 35 12 200 125FM 12 Rotating General 69611 
1265 Union Ave., penis 
“St. Joseph Hospital Chureh 280 13,405 Req 12 No 150FM 12 Rotating General 
264 Jackson Ave.. Memphis 5 
Baptist Chureh | 14,2038 Req 40 12 251 16 Rotating General 69911 
2000 Chureh St., ile 
George W. Hubbard ospital 8-4.077........ Chureh 197 5,455 Req D4 12 No 14 Rotating General 69811 
1005 18th Ave. N., 
“Nashville Hospital + City 230 5,609 Req 38 12 No 160FM 12 Rotating General ée 
Thomas Hospital Chureh 297 9,696 Req 29 12 252 6 Rotating General 
2000 Hayes St., Nashy tile 4 » Straight Medicine 70132 
2 Straight Surgery 70133 
2 Mixed (Med.-Surg.) 
1 -Gyn.- 
70126 
1 Mixed. (Ob. -Gyn. ) 70109 
vente prbilt University Hospital #'-%X78........ NPCorp 375 12,529 Req D4 12 No 25FM 12 Straight Medicin 70232 
t Ave. S. ut Edgehill, Nashville 5 12 Straight eneare 70233 
7 Straight Pediatrics 70234 
2 Straight Pathology 70236 
TEXAS~ Hospitals, 23; Internships, 358 
City 300 7.843 Req 46 12 No 150FM 13 Rotating General 70411 
15th St { East Ave., Austin 1 
_ CyCo 252 10,404 Req 26 12 2538 10OFM 5 Rotating General 70511 
i Hospital Blvd., Corpus Christi 
Baylor University Hospital #'-%x79............. Chureh 5&8 29,353 Req 40 12 204 11I5FM 18 Rotating General 70611 
3500 Gaston Ave., Dallas 10 1 Straight Medicine 70632 
1 Straight Surgery 70633 
( s Medical Center NPCorp 3.800 Req 72 12 113 OFM 3 Straight Pediatries 95534 
Welborn St., Dallas 19 
Methoutist Chureh 16 46 Req 38 12 No 175FM 12 Rotating General 70711 
301 W. Colorado Blvd., Dallas 
Parkland Memorial Hospital +1- 1X79 Dist 783 13,136 Req 12 No 100 4 Rotating General 70811 
5201 Harry Hines Blyd., Dallas 19 & Straight Medicine TOR32 
St. Paul's Hospital +1 Chureh 395 18492 Req 47 12 No 100FM 14 Rotating General 70911 
3121 Bryan St., Dallas 4 1 Straight Medicine 70932 
1 Rot. (Med. Major) 70912 
1 Rot. (Surg. Major) 70913 
El Paso General Hospital 3-8.................... CyCo 230 8850 Req 71 12 No OFM 8 Rotating General 71011 
4815 Alameda Ave., El Paso ‘ 
—— Dieu, Sisters’ Hospital +3 Chureh 218 9,292 Req 41 12 No 150FM 6 Rotating General 9411 
N14 Stanton St., El Paso 
Hospital ees Chureh 406 18,675 Req 40 12 No 200F M Rotating General 71211 
300 W. Cannon St., Fort Worth 4 
Peter Smith. Hospital tess CyCo 200 4,654 Req 12 No OFM 13 Rotating General 71111 
Main St., Fort Worth 
St. Hospital (hureh 300 13,822 Req 12 No 200F M 18 Rotating General 71311 


1401 S. Main St., Fort Worth 4 
University of Texas Medieal Branch 
State 918 12,432 Req 549 12 No 1l0FM 36 Rotating General 71411 
&th and Mechanie Sts., Galveston 
Baylor University ¢ eens of Medicine 
Hospitals, Houstor 


Jefferson Davis Hospital ie, CyCo 438 14,064 Reg 59 12 255 OFM 30 Rotating General 71611 
1801 Buffalo Dr., Houston 8 4 Straight Medicine 71632 
4 Straight Surgery 71633 
4 Straight Pediatries 7168 
Methodist Hospital #'-%KB8bo.. en, Chureh 304 14,265 Req 63 12 26 195 8 Rotating General 71711 
6516 Bertner Ave., Houston 25 2 Straight Medicine 71732 
» Straight Surgery 71733 
NPCorp 25 27,176 Req 42 12 No 75FM Is Rotating General 71511 
3 Ross Sterling Av e., Houston 25 
Chureh 425 20,225 Req 40 12 No 20 Rotating General 98211 
602 Lamar Ave., Hoxiston 2 
St. Joseph's Hospital Chureh 422 22,184 Req 41 12 No 100-150FM 6 Rotating General 71811 
1910 Crawford St., ace 3 
Baptist Memorial Hospital Chureh 282 16,882 Req 37 12 No 100-150FM 8 Rotating General 7211 
215 Camden St., San Antonio 2 
Robert B. Green Memorial Hospital Dist 300 9,648 Req 48 12 No M 29 Rotating General 72211 


515 Morales St., San Antonio 7 


Hospitals designated with an asterisk (*) In this listing do not participate in the National Intern Matchin 1 Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 
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3 +38 $8, 282 
2 ef sto sf 
ELE Sr Number and Type Code 
Name of Hospital and Location SF of Internships Number 
TEXAS Continued 
Santa 7" Chureh 400) 15,290 Req 12 No 200K M 12 Rotating General 72311 
745 W. Houston St., San Antonio 7 
Seott Ard White Memorial Hospitals #'-3,...... NPCorp 201 7,07 Req 48 1” 957 200F M 8 Rotating General 72511 
213 W. Ave. G., Temple 
Prov idence Chureh 200 7,077 Req 34 12 258 200K M 4 Rotating General 88811 
1725 Coleord Ave., Waco 
UTAH— Hospitals, 6; Internships, 75 
St. Benedict’s Hospital #1-8..................... Chureh 170 5,515 Req 64 12 No 20 PM 9 Rotating General 72711 
3000 Polk Ave., Ogden 
Thomas D. Dee Memorial Hospital #'-x82....... Chureh 296 9AT2 Req 4? 12 259 250PM & Rotating General 72811 
2440 Harrison Blvd., Ogden 
Dr. W. H. Groves Latter. Day ‘Saints 
Chureh 350 IS194 Req 43 12 No 175FM 16 Rotating General 72911 
325 Sth Ave., Salt apie City 3 
Holy Cross Hospita Chureh Req 52 ly No 6 Rotating General 73011 
1045 E. Ist South at. ., Salt Lake City 2 
St. Church 250 10,475 Req 3? 12-24 No 150FM 4 Rot. General (2 mo.) 73111 
SO3 N. 2nd West St., Salt Lake City 16 6 Rot. General (24 mo.) 73116 
Salt Lake County General Hospital #'-X82...... County 228 4,005 Req bs 4 260 100FM 14 Rotating General 73211 
2083 8S. State St., Salt Lake City 15 8 Straight Medicine 73232 
4 Straight Pediatrics 73234 


VERMONT~— Hospitals, 2; Internships, 20 


De Goesbriand Memorial Hospital #!-%-X83...... Chureh 22K 6,131 Rey 48 12 No M Rotating General 73411 
1S. Prospect St., Burlington 


Mary Fletcher Hospital #'-3-4-X83............... NPCorp 218 7,264 Req 72 12 No DORM 1? Rotating General 73511 
Colehester Ave., Burlington 
VIRGINIA Hospitals, 16; Internships, 194 
NN a NPCorp 201 9,909 Req 39 12 No 175PM 8 Rotating General 73611 
709 Duke St., Alexandria 
University of Virginia Hospital #'-X84.......... State 500 14,765 Reg a 12 G1 TSEM 12 Rotating General 73711 
Charlottesville 1? Straight Medicine 73732 
StraightSurgery 73733 
Chesapeake and Ohio Hospital #!-%............. NPCorp 210 7,067 Reg 57 12 No 175FM 2 Straight Medicine 8923” 
Ridgeway St., Clifton Forge 
Memorial Hospital og Se ee NPCorp 275 12,922 Req 16 12 No 300K M 10 Rotating General 89311 
14 ain St., Danville 
Lynebburg General Hospital #1-3............... NPCorp 248 6,687 Reg 44 12 262 1S0F M 2 Rotating General 73811 
Tute Springs Rd., 
Mary Hospita Chureh 5,969 Req 4D 12 No 5 Rotating General 80411 
Blair and Buxton Aves., Newport News 
Riverside “Hospital NPCorp 214 8,798 Req 32 12 No 200 FM 9 Rotating General 73911 
245 SOth St., Newport News 
De Paul Hospital Chureh 259 12,348 Req 60 12 No l2 Rotating General 74011 
Kingsley Lane and oe St., Norfolk 5 
Norfolk General Hospital #'-3................... NPCorp 301 12,487 Reg 40 12 No 100-160FM 10 Rotating General 74111 
Raleigh and Colley Aves., Nortetk 7 1 Rot. (Med. Major) 74112 
1 Rot. (Surg. Major) 74113 
1 Rot. (Ped. Major) 74114 
1 Rot. (Ob.-Gyn. 74115 
Johnston- errr Corp 235 8,155 Req 51 12 263 24) M 12 Rotating General 74211 
Kensington Ave., Richmond 
Medica! of Virginia Hospital 
Divi State 27,839 Req 49 12 No 40 Rotating General 74311 
(Memorial, Doo and St. Philip Hospitals) 6 Straight Medicine 74332 
1200 St., Richmond 19 S Straight Surgery 74338 
Stuart C Hospital Corp 10 4,478 Req 12 204 250 M 6 Rotating General 74411 
415 Stuart Circle, Richmond 20 
Corp 151 6,081 Req 46 No 4 Mixed (Surg.-Med.- 
1313 Franklin Rd., S.W., Roanoke 16 Ob. 74669 
Se Corp 1X0 6,382 Req 32 i No 25FM 6 Rotating General 74711 
3rd St. and Luck Ave., S.W., Roanoke 11 
Roanoke Memorial Hospital NPCorp 325 9,826 Req 12 No M 12 Rotating General 
elleview and Lake Aves., Roanoke 14 
Winchester Memorial Hospital ? Cevaaehicada nae NPCorp 24 9,119 Req 42 12 No 250F M 6 Rotating General 74911 


S. Stewart St., Winchester 


WASHINGTON~— Hospitals, 12; Internships, 148 


Doctors Hospital x08... NPCorp 187 9,758 None 57 12 265 2008 M Rotating General 
909 University St., Seattle 1 

King County Hospital #'-*-M@6.................. County 40) 11,121 Req 61 ie No 90F M 30 Rotating General 75211 
Unit No. 1 (Harborview) 4 Straight Medicine 7523? 
325 9th Ave., Seattle 4 

Providence Hospital #+x86..........00000.00.... Chureh 355 14,779 Req a) 12 No 140-175FM 16 Rotating General 75311 
17 and E. Jefferson St., § 2° 

Seattle NPCorp 116 4,887 Req 38 12 65 150FM 5 Rotating General J5All 
nd Marion s:. Seattle 4 

Hospital NPCorp S70 15,9333 Req 12 °65 125-200F M 16 Rotating General T5511 
1212 Columbia St. Seattle 4 

Virginia Mason Hospital #!-%-x86 ............. NPCorp 217 10. 343 Req 77 12 a) 125FM 10 Rotating General TOI 
1111 Terry Ave. 


Deaconess in Chureh 255 10 432 Req 4] 12 No 200F M 12 Rotating General 75711 
733 W. 4th Ave., Spokane 
Sacred Chureh 23 346 Rey 41 No 200F M 15 Rotating General 75811 
101 Sth Ave., 4 
NPCorp 7,902 41 I? No 200F M & Rotating General 75911 
N. 830 Summit Blvd., Spokane 11 
Pierce County Houmital County 205 4,769 Req 38 1? No 200 F M 10 Rotating General 
3582 Pacific Ave., Tecoma 
St. Joseph Chureh 219 8,941 Req 46 No 230F M 6 Rotating General 76111 
812 S. Eye S 
acoma "Hospital NPCorp 215 9,132 35 12 266 150-250F M Rotating General 76211 
S. Tacoma 5 


~ Hospitals designated with an 1 asterisk (*) ) in this listing do not participate in the National Intern Matching Program, ‘sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 
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Name of Hospital and Location o 
WEST 9; Internships, 82 
Charleston General Hospital #1-8............... NPCorp 
Brooks St. and Elmwood Ave, Charleston 25 
1014 Virginia St. E., 1 
8200 Noyes Ave. S.E., © harleston 4 
Cabell Buntington Hospit NPCorp 
1340 16th St., Huntington 3 
St. Mary’s Hosp Church 
2900 Ist Ave., Hu aan 
Camden- Clark ‘Wemorial ETT City 
717 Ann St., Parkersburg 
1801 Market St., Parkersburg 
Ohio General Hospital NPCorp 
Koff St. heeli 
109 Main St., Wheeling 
WISCONSIN-— Hospitals, 23; Internships, 244 
NPCorp 
310 Chestnut ten Eau Claire 
430 E. Division St. Fond du Lae 
66 St., Janesville 
La Lutheran Hospital #'-8.............. Chureh 
1910 South Ave., La Crosse 
709 S. 10th St., La Cros 
Madison General ‘Hospital NPCorp 
925 Mound St., Madison 5 
Methodist Hospital Chureh 
309 W. Washington Ave., Madison 3 
St. Mary’s Hospital Chureh 
720 S. Brooks St., ‘Madison 5 
University Hospitals State 
1300 University ave. Madison 6 
611 St. Joseph's Ave, Marshfield 
Columbia: NPCorp 
3321 N. Maryland ee Milwaukee 11 
Ev angele ul Deaconess Chureh 
620 N. 19th St., Milwaukee 3 
Milwaukee Children’s Hospital #1-3-4-X88....... NPCorp 
721 N. 17th St., Milwaukee 3 
Milwaukee County Hospital #1~5-4-X88.......... County 
8700 W. Wisconsin Ave.. Milwaukee 13 
Hospital Chureh 
2200 Kilbourn Ave ., Milwaukee 3 
Miser Chureh 
5 N. 22nd St., 5 
inal Hospita NPCorp 
908 N Milwaukee 3 
St. s hospital Chureh 
5000 W. Chambers St., Milwaukee 10 
NPCorp 
2900 W. Oklahoma Ave., Milwaukee 15 
Chureh 
2320 N. Lake Dr., Milwaukee 11 
St. Mosmital 02°38... Chureh 
W. Villard Ave. and N, 25th St., Milwaukee 12 


Hospit al 
85 Hazel St., Oshkosh 


St. s Ho spital Chureh 
Maple Hill, Wausau 


CANAL ZONE Hospitals, |; Internships, 15 
Gorgas Hospital + 
Balboa Heights 
Personnel Director, Panama Canal Company, 
Balboa Heights 


HAWAII—Hospitals, 3; Internships, 38 


347 N. Kuakini St., Honolulu 17 

1301 Punchbowl St., 

St. Francis Hospit Chureh 


al + 
2260 Liliha St., Honoluis 17 
PUERTO RICO Hospitals, 8; Internships, 105 


Aguadilla 

Lares Rad., Arecibo 

*‘Bayamon District Hospital State 
Insular Highway No. 2, Bayamon 

*Fajardo District Hospital 1-%.................. State 
General Valero Ave., Fajardo 

Chureh 
Concordia St., Ponce 

Pineir Rio Piedras 

ests terian ‘Hospital NPCorp 
As Ave., San Juan 1 

‘San City Hospital City 


_De Diego Ave., San Juan all 


Total Beds 


35? 


140 


Number of 
Patients 
Admitted 


5,517 
7,908 


8,651 


8,940 


Outpatient 


Service 


PREF RRR EE 


Autopsy 
Percentage 


38 


Length of 
Program 
(Months) 


Affiliated 
Service 


Beginning 
Stipend 
(Month) 


150FM 
141PM 
20PM 
200F M 
200F M 
210PM 
200F M 
1)0FM 
150FM 
150PM 
200FM 


3140.80 
(annual) 


50-175FM 
100FM 
75FM 


75FM 
75FM 
100FM 
75FM 
OFM 


Number and Type 
of Internships 
10 Rotating General 
6 Rotating General 
10 Rotating General 
8 Rotating General 
14 Rotating General 
4 Rotating General 
6 Rotating General 
14 Rotating General 
10 Rotating General 


6 Rotating General 
6 Rotating General 
5 Rotating General 
4 Rotating General 
7 Rotating General 
14 Rotating General 
4 Rotating General 
10 Rotating General 
25 Rotating General 
7 Rotating General 
10 Rotating General 
14 Rotating General 
2 Straight Pediatrics 
50 Rotating General 
9 Rotating General 
6 Rotating General 
12 Rotating General 
12 Rotating General 
15 Rotating General 
10 Rotating General 
8 Rotating General 
4 Rotating General 


4 Rotating General 


15 Rotating General 


12 Rotating General 
14 Rotating General 


12 Rotating General 


12 Rotating General 
15 Rotating General 
16 Rotating General 
12 Rotating General 
7 Rotating General 
13 Rotating General 
6 Rotating General 


24 Rotating General 


Number 
76411 
76511 
90211 
97611 
76611 
76711 
94411 
76911 
77011 


77111 
98311 
77311 
77411 
77511 
77611 
77711 
77811 
77911 
T8011 
78111 
78211 
78334 
78411 
78511 
89711 
78711 
78811 
78911 
79011 
79111 
79311 
79511 


80611 


~ Hospitals designated with an asterisk (*) in this listing do not participate in the National Intern Matching Program, sponsored by the American 
Medical Association, the American Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 
Abbreviations and other references will be found on pages 482 and 483. 


240 9,593 45 12 No 200F M 
150 5,442 26 12 No 130FM 
249 9,711 57 12 No 200F M 
237 Sees 28 12 No 200F M 
339 13.800 40 12 No 200-250FM 
195 5,929 27 12 No 150FM 
195 8,373 35, 12 No 150FM 
266 10,025 41 12 No 250PM 
245 8,772 32 12 No 200F M 
296 8,296 Req 63 12 No 200F M 
230 11,120 Req 30 12 No 125FM 
995 6,421 Req 37 12 No 200F M 
185 6,582 Req 5d 12 No 200F M 
247 9,555 Req 47 12 No 200F M 
260 11,338 Req 5d 12 No 125-200FM 
143 4,963 Req BO 1? No 200F M 
250 9,853 aan 41 12 No 160-200FM 
R38 14,109 Req 81 12 No 75FM 
252 8,079 Req 57 12 No 250F M 
259 7,786 Req 75 12 267 195PM 
220 8,422 Req 53 12 268 200F M 
160 5,960 Req S4 12 269 
950 21,119 Req 38 12 270 
341 11,009 Req 61 12 271 
175 8,326 Req 52 12 272 
197 8,938 Req 29 12 273 
371 15,900 Req 46 12 274 
299 12,924 Req 48 12 275 
200 7,961 Req 58 12 276 
225 Req 40 12 277 
250 a None 23 12 No 
230 Req 41 12 No 
|__| 8,955 Req 52 24 278 how’ 
387 14,264 Req 62 12 No 7 Po 80811 
994 8,285 Req 58 12 No Po 80911 
280 5,960 Req 80 12 No 75FM 
28) 6,663 Req 72 12 No 75FM 
280 7,504 Req 52 12 No 
220) 5,875 Req 45 12 No 
153 5,283 Req 39 12 No 
205 7,005 Req i] 12 No 
132 4,217 Reg 34 12 No 
10,576 Req 12 No 75FM 
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HOSPITALS APPROVED FOR INTERNSHIPS IN THE DOMINION OF CANADA 


The following list of hospitals that conform to the standards of the Canadian Medical Association is published for the information of graduates 
ppr 


interested in an internship appointment in a Canadian hospital. Hospitals 


that are unqualifledly 


roved as conforming to the standards of the 


Canadian Medical —— may be considered as offering internships equivalent in educational value to those in hospitals approved for intern 


training by the Cor 


cil. 
his list, rev ised ‘to Sept. 1, 1956, was furnished by the Canadian Medical Association. 


Name of Hospital Loeation 


Name of Hospital Loeation Name of Hospital Location 
Royal Columbian Hosp..New W B.C. Mckeller General Hospital.... Fort William, Ont. Women’s C Hospital........ Ont. 
Trail-Tadanac Hospital.............. rail, B. C. Hamilton General Hospital...... Hamilton, Ont. Grace Hospital...............0.005 Windsor, Ont. 
St. Paul’s Hospital............ B.C St. Joseph’s Hospital............ Hamilton, Ont. General Hospital.. Ont. 
Vancouver Hospital... Vancouver, B. C. Kingston General Hospital....... Kingston, Ont. BG. Montr Que. 
Royal Jubilee Vie ria, B.C Kitchener-Waterloo Hospital..... Kitchener, Ont. Jewish General ‘Hospi , Que. 
St. Joseph's ictoria, B. C. St. Joseph's London, Ont. Montreal General Hospita Montreal, Que. 
Calgary General "Hospital Calgary, Alta. London, Ont. Notre-Dame Hospital............. Montreal, Que. 
Holy Cross Hospital.............. Calgary, Alta. Ottawa Civie Sospitsi ll ainda Ottawa, Ont. Royal Victoria Hospital.......... Montreal, Que. 
Edmonton General “Hospital. .Edmonton, Alta. Ottawa General Hospital.......... Ottawa, Ont. St. Mary’s Hospital.............. Montreal, Que. 
Misericordia Hospital.......... Edmonton, Alta. General Hosp. of Port Arthur. Port Arthur, Ont. Hotel Dieu de Quebec..............4. Quebec, Que. 
Royal Alexandra Hospital.....1 Edmonton. Alta. St. Catherines Gen. Hosp...St. Catherines, Ont. Hotel Dieu de Sherbrooke cceees Sherbrooke, Que. 
University of Alberta Hosp....Edmonton, Alta. St. Joseph's Hospital Sarnia. Ont Hospital General de Verdun........ Verdun, Que. 
St. Michael's General Hosp.... Lethbridge, Alta. Jeffery Hale's Hospital............. Quebee, Que. 
Sudbury General Hospital........ Sudbury, Ont. J 
Regina General Hospital........... egina, Sask. N M t Sinai Hospital , to. Ont Reddy or Hosp. 
Saskatoon City Hospital...... Saskatoon, Sask. St. Joseph's Hospital..... veaaseuen oronto, Ont. Victoria Public Hospital...... oe N. B. 
University Hospital............ Saskatoon, Sask. St. Michael's Hospital............. Toronto, Ont. Moncton Hospital................1 Moncton, N. B. 
St. Boniface General Hosp....St. Boniface, Man. Toronto East General and Saint John General Hospital. .Saint Joan, N. B. 
Grace Hospital.................. Wianipes. Man. Orthopaedic Hospital........... Toronto, Ont. Victoria General Hospital......... Halifax, N. S. 
nnipeg, Man Toronto General Hospital........ Toronto, Ont. alifax, N. 8. 
Winnipeg General Hospital ree Winnipes’ Man Toronto Western Hospital........ Toronto, Ont. St. John’s General Hospital....St. John’ g, Nfld. 
ABBREVIATIONS AND NOTES 
1. Appointments available to women applicants CyCo City and Count Req Required 
2. Appointments restricted to women applicants Corp Corporation Gasentnseted as to FM Full maintenance 
3. Appointments available to graduates of foreign medical profit PM Partial maintenance 
schools. Details regarding requirements for appointment Dist Hospital District 
ean be secured from the hospitals concerned. NPCorp Nonprofit corporation 
. Dental internships available Part Partnership 


Availabie to citizens of the United States only 


Medical School 


The plus sign indicates additional approval for residencies in specialties, as shown in the Council's list of Approved Residencies and Fellowships. 


Affiliations 


Footnotes 10 to 89 refer to medical schools affiliated with hospitals for undergraduate clinical clerkships. 
Hospitals have been identified with symbol X when a medical school has indicated that the hospital is a major unit in the sehool’s teaching program. 
Hospitals have been identified with symbol x when a medical school] has indicated that the hospital is used to a limited extent in the school's teaching 


32. Albert Einstein College of Medicine, New York City 

53 —_— University College of Physicians and Surgeons, New York 

h4. Cornell University Medical College, New York City 

DD — One Medical College, Flower and Fifth Avenue Hospitals, New 

or 

46. New York University College of Medicine, New York City 

57. State University of New York College of Medicine, New York City 

58. Crgrity of Rochester School of Medicine and Dentistry, Rochester, 

59. State University of New York College of Medicine, Syracuse, N. Y. 

60. University <f North Carolina School of Medicine, Chapel Hill N. C. 

61. Duke University School of Medicine, Durham, N. C. 

62. Bowman Gray School of Medicine of Wake Forest College, Winston- 
Salem, N. 

63. University ot Cineinnati College of Medicine, Cincinnati 

64. Western Reserve University School of Medicine, Cleveland 

65. Ohio State University College of Medicine, Columbus, Ohio 

66. University of Oklahoma School of Medicine, Oklahoma City 

67. University of Oregon Medical School, Portland, Ore. 

68. Hahnemann Medical College and Hospital, Philadelphia 

69. Jefferson Medical College, Philadelphia 

70. Temple University School of Medicine, Philadelphia 

7 University of Pennsylvania School of Medicine, Philadelphia 

72. Woman’s Medical College of Pennsylvania, Philadelphia 

73. University of Pittsburgh Sehool of Medicine, Pittsburgh 

7 Medical College of South Carolina, Charleston, S. C. 

75 ee of South Dakota Sehool of Medical Sciences, Vermillion, 
D. 

76. University of Tennessee College of Medicine, Memphis, Tenn. 

77. Meharry Medical Coijlege, Nashville, Tenn. 

78. Vanderbilt University School of Medicine, Nashville, Tenn. 

79. University of Texas Southwestern Medical Sehool, Dallas, Texas 

8). University of Texas Medica! Branch, Galveston, Texas 

81. Baylor University College of Medicine, Houston, Texas 

82. University of Utah School of Medicine, Salt Lake City 

83. University of Vermont College of Medicine, Burlington, Yt. 

S4. University of Virginia School of Medicine, Charlottesville, Va. 

85. Medieal College ot Virginia, Richmond, Va. 

86. University of Washington Sehool of Medicine, Seattle 

87. University of Wisconsin Medical School, Madison, Wis. 

88. Marquette University School of Medicine, Milwaukee, Wis. 

89. University of Puerto Rico School of Medicine, San Juan, P. R. 


Affiliations as Referred to in Column Headed: “Affiliated Service” 


program. 

10. Medical College of Alabama, Birmingham, Ala. 

11. University of Arkansas School of Medicine, Little Rock, Ark. 

12. College of Medical Evangelists School of Medicine, Loma Linda, Los 
Angeles 

13. University of California School of Medieine, Los Angeles 

4. University of Southern California School of Medicine, Los Angeles 

5. Stanford University School of Medicine, San Franscisco 

16. University of California School of Medicine, San Franscisco 

17. University of Colorado School of Medicine, Denver 

18. Yale University School of Medicine, New Haven, Conn. 

19. Georgetown University School of Medicine, Washington, D. C. 

2%). George Washington University School of Medicine, Washington, D. C. 

21. Howard University College of Medicine, Washington, D. C. 

2». University of Miami School of Medicine, Miami, Fla. 

23. Emory University School of Medicine, Atlanta (Emory University), Ga. 

24. Medical College of Georgia, Augusta, Ga. 

25. Chieago Medical School, Chicago 

26. Northwestern University Medical School, Chicago 

27. Stritch School of Medicine of Loyola University, Chicago 

28. University of Chicago, The School of Medicine, Chieago 

29, University of Illinois College of Medicine, Chicago 

30. Indiana University School of Medicine, Bloomington-Indianapolis, Ind. 

31. State University of lowa College of Medicine, lowa City 

32. University of Kansas Sehool of Medicine, Lawrence- Kansas City, Kan 

33. University of Louisville School of Medicine, Louisville, Ky. 

34. Louisiana State University School of Medicine, New Orleans 

35. Tulane University of Louisiana Sehool of Medicine, New Orleans 

36. Johns Hopkins University Sehool of Medicine, Baltimore 

37. University of Maryland School of Medicine and College of Physicians 
and Surgeons, Baltimore 

38. Boston University School of Medicine, Boston 

39. Harvard Medical School, Boston 

49. Tufts University School of Medicine, Boston 

41. University of Miehigan Medical School, Ann Arbor, Mich. 

42. Wayne State University College of Medicine, Detroit 

43. University of Minnesota Medical School, Minneapolis 

44. University of Mississippi Schoo! of Medicine, University, Miss. 

45. St. Louis University School of Medicine, St. Louis 

46. Washington University School of Medicine, St. Louis 

7. Creighton University School of Medicine, Omaha 

#8. University of Nebraska College of Medicine, Omaha 

19. Dartmouth Medical Schoo), Hanover, N. H 

»). Albany Medical College, Albany, N. Y. 

Sl. University of Buffalo School of Medicine, Buffalo 

1. U.S. Army Meaptsal. Fort Belvoir, Va.; U. S. Air Foree Hospital, 

Washington, D. 

wl. U.S. Army Hospital, Fort Dix, N. J. 

102. St. Joseph's Hospital, Children’s Hospital, San Francisco 

103. Charity Hospital of Louisiana, New Orleans 

104 gg Hospital, Baltimore 

105 .S. Naval Hospital, Portsmouth, 

106. Hospital, Seattle; Medical Center, Fort Defiance, 

107. District of Columbia General Hospital, Washington, D. C. 

los. Los Angeles County Hospital, Los Angeles, obstetries: Harbor 


General Hospital, Torrance, Calif., pediatries 


109. Los County Hospital, University of C alifornia Los 
Angeles; Harbor General Torrance, Calif 

110. Grady Memorial Hospital, Atlanta, Ga. 

111, University of Oklahoma Hospitals, Oklahoma City 

112. Children’s Medical Center, Parkland +.’ Hospital, Dallas, Texas 

113 a prs Memorial Hospital, Dallas, Tex 

114. Salt Lake County General Hospital, Salt "Lake City 

115 Children’ s Hospital, Birmingham, 

116. Crippied Children’s Clinie and Hospital, Children's Hospital, 
Veterans Administration Hospital, Birmingham, Ala 

417. Maricopa County General Hospital, Phoenix, Ariz. 

118. Pima County General Hospital, Tueaon, Ariz. 
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11%. Arkansas Children’s Hospital, Little Rock, Ark. 24, Children’s Memoria 
120. Arkansas State Hospital, Veterans Administration Hospital, Little Douglas eunt? Hospital} 
205. Children’s r ) 
121, Riverside Community Hospital, Riverside, Calif. 206, Douglas C cmner Hospital, Om — 
122’ Los Angeles County Hospital, Los Angeles 207, Children’s Seashore Home, Atlantie City, N. J. } Clyde Fish Memo- 
a Os 
125. St. Joseph Hospital, Burbank, Calif. 208. St. ‘Elizabeth Lge Elizabeth, N. J.; St. Peter’s General Hospital 
126. Fairmont Hospital of Alameda € ounty, San Leandro, Calif. New Brun 7; 
127. John Wesley Memorial Hospital, Pasadena, Calif., obstetrics 209. Matgaret Bases Maieriity Hospital, Jersey City, N. J. 
128. U.S. Naval Hospital, San Dievo, Calif., obstetries 210. Flower and Fifth Avenue Hos spitals, New York City 
129. Laguna —s Home, San Francisco: Hassler Health Home, Red- 211. Babies Hospital-Coit ‘emesial. Newark, N, J. 
wood City, Calif. 212. A. N. Brady Hospital, Albany, N. ‘. 
130. Mary’ s Help Hospital, Children’s Hospital, San Francisco; Southern 213. Children’s Hospital, Buffalo 
acifie Hospital and Sanatorium, Tueson, Ariz. 214. Children’s Hospital, Edward J. Meyer Memorial Hospital, Buffalo 
131. Children’s Hospital, San Franciseo 215. Memorial Center for Cancer hey Allied Diseases, Veterans Admin- 
132. Santa Barbara General Hospital, Santa Barbara, Calif. istration Hospital, New Yo ‘ity 
138. California Hospital, Los Angeles 216. University Hospital, New York ( ‘ity 
134. St. Luke’s Hospital, Presby tovfan ——. St. Joseph's Hospital, 217. Roosevelt Hospital, New York City 
Porter Sanitarium and Hospital, De 218. Jewish Hospital, oe 
135. Boulder County General — Boulder, Colo. 219. Lineoln Hospital, New York Ci 
136. Childrens Hospital, Denve 20, Medical ¢ ‘enter, N. J. 
137. Children’s Hospital, Colorado General Hospital, Denver 271. Edward J. Meyer Memorial Hospital, Buffalo 
138. Waterbury Hospital, Waterbury, Conn.; Laurel Heights State Th- 299. Strong ‘Memorial Hospital, Rochester, N.Y. 
berculosis Sanatorium, Shelton, Conn. 223. Genesee Hospital, Highland | 
139. Yale-New Haven Medical Center, New Haven, Conn., obstetrics- 24. Gravely Sanatorium, Chapel Hiil, N. 
gynecology 25. Watts Hospital, Veterans Adininistiation Hospital, Durham, N. C. 
140. Hartford Hospital, Hartford, Conn. 226. Children’s Hospital, Akron, Ohi¢ 
141. Southbury Training School, Southbury, Conn.: Veterans Administra- 27. Children’s Hospital, Cincinnati 
tion Hospital, West Haven, Conn 2’s. Daniel Drake Memorial Hospital, Dunham Hospital, Cincinnati 
142. Children’s Hospital, W ashington mospital Center, Washington, D. © 299), a Memorial Hospital, Cleveland 
1438. Glenwood Hills Hospital, Minneapolis 930. Ann's Hospital, Cleveland 
144. Ch pond s Hospital, District of i olumbia General Hospital, Wash- 231. a ced Hospital, Columbus, Ohio 
Center, Tia. 282. “nek Ohio Tuberculosis Hospital, Children’s 
M7. Marcy Moanitel bt. Peterburg. Fis’ 28. Lima State Hospital, Lima, Ohio 
148. Clara Frye Municipal Hospital, Southwest Florida ‘Tuberculosis 24. St. Vincent Charity Hospital, Cleveland 
Hospital, Tampa, Fla. 20), University Hospitals, ( olumbus, Ohio 
149. Athens General Hospital, Athens, Ga. 236. ‘Toledo State Hospital, William W. Roche Memorial Hospital, 
14). Children’s Memorial Hospital, Chicago Toledo, Ohio 
151. Cook County Hospital, Frank Cuneo Memorial Hospital, Chicago St. Anthony's Hospital, 
Indianapolis 23s. St. Mary's Hospital, Astoria, Ore.; Wilcox Memorial Hospital, Port- 
14. Northern Indiana Children’s Hospital, South Bend, Ind. ge, Ore, 
155. Broadlawns Polk County Hospital, Des Moines, lowa 239. Providence Hospital, Portland, Ore. . ; 
1%. Sedgwick County Hospital, Wichita, Kan. 240, Hospital of the Ll hiversity ot Pennsylvania, Philadelphia pam 
157. Halstead Hospital, Halstead, Kan. 241. Hospital ot the W oman’s Medical College, Philadelphia Psychiatric 
158. Children’s Hospital, Louisville General Hospital, Louisville, Ky. meagre, Tonedien 
159. age word s Hospital, Jewish Hospital, Louisville, Ky 242. Philadelphia State Hospital, Philadelphia 
160. St. Joseph Infirmary, Louisville, Ky. 243. Children's Hospital, Philadelphia _ 
161. - Joseph Infirmary, Louisville General Hospital, Louisville, Ky. = St. Christopher's Hospital for Children, Philadelphia 
162. Confederate Memorial Medical Center, Shreveport, La 245. Including Presbyterian Hospital, Elizabeth Steel Magee Hospital, 
163. Johns Hopkins Hospitai, Baitimo Children’ s Hospital, Eye and Ear Hospital, W oman’s Hospital, 
164. Union Memorial Hospital, Peninsula General Hospital, Western Psychiatric institute and Clinic, Pittsburgh. Amiliated 
3 sylv al, St. Francis Hospital, 
C. Glen Dale Sanatorium, Glen Dale, Md. (Washington, 
idence, B. I. 246, General Hospital and Rehabilitation Institute, Pitts- 
169. Beth Israel Hospital, Boston 
170. Haynes Memorial Hospital, Boston Lying-In Hospital, Boston 247. Providence Lying-In Hospital, Providence, R. 1. . 
171, Eastern Maine General Hospital, Bangor, Maine; Central Maine Gen- 248. bag sce: | “" Tennessee Memorial Research Center and Hospital, 
eral Hospital, Lewiston, Maine; Boston F spi s Oxvine, enn. 
172. Witting 249. City of Memphis Hospitals, Gailor Memorial Psychiatric Hospital, 
173. Robert Breck Brigham Hospital, Boston West ‘Tennessee Tuberculosis Hospital, Memphis : : 
174. Boston Lying-In Hospital, Boston 250. West Tennessee ‘Tuberculosis Hospital, Memphis Eye, Ear, Nose and 
175. Fall River General Hospital. Fall River, Mass. Throat Hospital, City of Memphis Hospitals, Memphis 
176. Wesson Maternity Hospital, Springfield, Mass. 251. Nashville General Hospital, Nashville, Tenn. : : : 
177. Hurley Hospital, MeLaren General Hospital, Flint, Mich.; Beyer 252. Nashville-\ anderbilt Affiliated Hospitals, Baptist Hospital, Nash- 
Memorial Hospital, Ypsilanti, Mich.; Midland Hospital, Midland, C ville, Tenn. - 
Mich.; Saginaw General Hospital, Saginaw, Mich.; St. Joseph 258. Driscoll Foundation Children’s —— Corpus Christi, Texas 
Merey Hospital, Ann Arbor, Mich.; Mercy Hospital, Benton 204. Children’s Medical Center, Dallas, Texa 
Harbor, Mich. 255. Methodist Hospital, Texas Children's * Hospital, Houston, Texas, 
178. Herman Kiefer Hospital, Detroit; Wayne County General Hospital straight internships in pediatrics 
and Infirmary, Eloise, Mich 253. Jefferson Davis Hospital, Texas Children’s Hospital, Houston, ‘Texas 
179. Reeeiving Hospital, Children’s s Hospital, Detroit 257. Gulf, Colorado and Santa Fe Hospital, Temple, Texas 
18). Harper Hospital, Detroit 258, Crippled Children’s Hospital, Waco, Texas 
181. Herman Kiefer Hospital, Detroit; St. Joseph’s Retreat, Dearborn, 20, Utah State Tuberculosis Sanatorium, Ogden, Utah 
Mich. 200. Veterans Administration Hospital, Salt Lake City 
ik2. Herman Kiefer Hospital, Detroit 261. Blue Ridge Sanatorium, Charlottesville, Va.; Kings Daughters Hos- 
183. Children’s Hospital, Detroit pital, Staunton, Va.; Lynchburg General Hospital, Lynehburg, Va. 
184. Woman's Hospital, Herman Kiefer Hospital, Detroit 262. University of Virginia Hospital, Charlottesville, Va 
185. Genesee County Tuberculosis Sanatorium, Flint, Mich, 263. Medical College of Virginia, Hospital Division, Tueker Hospital, 
186. Evangeline Home and Hospital, Michigan Veterans Facility Hos- Richmoad, Va. 
pital, Grand Rapids, Mich. 264. eae College of Virginia, Hospital Division, Riehmond, Va. 
187. Children’s Hospital, Receiving Hospital, Herman Kiefer Hospital, io. Children’s Orthopedic Hospital, Seattle 
Detroit 206. Mary Bridge Children’s Hospital, ‘Tacoma, Wash. 
188. Ingham Chest Hospital, Lansing, Mich “67. Milwaukee Children’s Hospital, South View lLsolation Hospital, Mil- 
189. Pontiae State Hospital, Oakland County Tuberculosis Sanatorium, waukee 
Pontiae, Mich 268. Milwaukee Children’s Hospital, Milwaukee 
19). Saginaw County Hospital, Saginaw, Mich., tuberculosis, communi- 269. Milwaukee Hospital, Milwaukee 
cable diseases 270. St. Joseph’s Hospital, Milwaukee 
191. Miller Memorial Hospital, Duluth, Minn. “71. Milwaukee Children’s Hospital, Salvation Army Martha Washington 
192. Minneapoiis General Hospital, Minneapolis Home, Milwaukee 
193. St. Andrew's Hospital, Minneapolis 272. Milwaukee Children’s Hospital, Milwaukee County Hospital, Mil- 
194. Children’s Hospital, St. Paul; Elizabeth Kenny Institute, Minne- waukee 
apolis; Anoka State Hospital, Anoka, Minn. 273. Milwaukee Children’s Hospital, Johnston Emergeney Hospital, Mil- 
195. Gillette State Hospital for Crippled Children, Children’s Hospital, waukee 
St. Paul 274. St. Michael Hospital, Milwaukee County Emergency Hospital, Mil- 
196, Children's Hospital, St. Paul waukee 
197. Ancker Hospital, Charles T. Miller Hospital, St. Paul 275. Milwaukee Children’s Hospital, Milwaukee County Hospital, Mil- 
198. Mississippi State Charity Hospital, Vicksburg, Miss. waukee County Emergency Hospital, Milwaukee 
10. Children’s Merey Hospital, Kansas City, Mo 276. Milwaukee Children’s Hospital, Milwaukee County Emergency Hos- 
20), Alexian Brothers Hospital, St. Vincent’s Hospital, St. Louis pital, Milwaukee 
21. St. Louis City Hospital, St. Louis 277. South View [Isolation Hospital, Milwaukee 


202. St. Louis Maternity Hospital, St. Louis; St. Louis County Hospital, 278. St. Francis Hospital, Honolulu, Hawaii 
Clayton, Mo.; Burge Hospital, Springfield, Mo. 279. Herman hiefer Hospital, Children’s Hospital, Detroit; Pontiac State ' 
208. Douglas County Hospital, Children’s Memorial Hospital, Omaha Hospital, Pontiac 
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APPROVED INTERNSHIPS BY TYPE OF SERVICE 


ROTATING GENERAL 


Number of Approved Programs, 810 


484 
FEDERAL 
UNITED STATES ARMY 
Walter Reed Army Hospital (Army Medical Center)... Washington, D. C. 
Beaumont Army Hospital, El Paso, Texas 
Brooke Army Hospital, Fort Sam Houston.......... San Antonio, Texas 
UNITED STATES AIR FORCE 

U_S. Air Foree Hospital (Lackland Air Foree Base)..San Antonio, Texas 


UNITED STATES NAVY 


U. S. PUBLIC HEALTH SERVICE 

U. S. Public Health Service San Francisco 
U. 8. Public Health Service Hospital................cccccecess New Orleans 
U. Public Health Service 
Publie Health Service Hospital................. Staten 

U. 8. Public Health Service Va. 


NONFEDERAL 
Baptist Hospital. Birmingham, Ala. 
Methodist Birmingham, Ala. 
University Hospital and Hillman Clinie................. Birmingham, Ala. 
OF BOGUS Gadsden, Ala. 
Maricopa County General Hospital.......................0-. Phoenix, Ariz. 
Phoenix, Ariz. 
St. Mary's Hospitai and Tueson, Ariz. 
General Hospital of Riverside County..................... Arlington, Calif 
San Joaquin General] French Camp, Calif 
General Hospital of Fresno Fresno, Calif. 
Glendale Sanitarium :nd Hospital........................: Glendale Calif 
Loma Linda Sanitarium and Hospital................ Loma Linda, Calif 
St. Mary's Long Beach Hospital............. epicceeuts Long Beach, Calif 
ES Long Beach, Calif. 
Hospital of the Good Samaritan........... Los Angeles 
Presbyterian Hospital-Olmsted Los Angeles 


NONFEDERAL~ Continued 


Kaiser Foundation Hospit 
Collis P. and Howard Huntington Memorial Hospital. . 
Sacramento County Hospit 
San Bernardino County Charity Hospital 
Merey Hospital 


Pasadena, 


1957 


yrange, Calif. 


San Bernardino, Calif. 


San Diego County General Hospital...................0.- San Diego, Calif. 


Children’s Hospital 


Southern Pacific General Hospital............ccccccccccccess San Francisco 
University of Oaliformian San Francisco 
Santa Barbara Cottage Hospital................... Santa Barbara, Calif. 


Santa Monica Hospital 


Harbor General Hospital rrance, 


( 

To 


‘alif. 


‘alif. 


Colorado Springs, Colo. 
University of Colorado Medical Center 

Hartford Municipal Hospital and Health Center......... Hartford, Conn. 
Manchester Memorial Hospital............cccccccccscecs Manchester, Conn. 
Middlesex Memorial Hospital................e.eeceeeees Middletown, Conn. 
Now Britain General Hospital... New Britain, Conn. 
Lawrence and Memorial Hospitals.................... New London, Conn. 


General Hoanital, Wilmington, Del. 
Distriet of Columbia General Hospital................. Washington, D. © 


Doctors Hospital 
Providence Hospital 
Weshineton Hospital Center. Washington, 
Washington Sanitarium and Hospital 


Mount Sinai Hospital of Greater Miami................ Miami Beach, Fla. 
West Palm Beach, Fla. 
Crawford W. Long Memorial Hospital....................... Atlanta, Ga. 


Memorial Hospital of Chatham County... 


Ga. 


Oakland, Calif. 

Oak 

( > 
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NONFEDERAL Continued 


MacNeal Memorial Berwyn, Ii! 
Chicago Wesley Memorial Hospital........... eddvegheeseudesdutes . Chicago 
Edgewater Hospital Chicago 
INinois Masonic Chicago 
Lutheran Deaconess Home and Hospital................00cceeeeees Chicago 
Norwegian-American Hospital Chicago 
Chicago 
Chieago 
COMMUNITY Hospital. Chicago 
University of Illinois Research and Educational Hospitals........ Chicezgo 
Decatur and Macon County Decatur, Il. 
Memorial Hospital of DuPage Elmhurst, Il. 
Little Company of Mary Hospital.................... Evergreen Park, Ill. 
Methodist Hospital of Central Peoria, Il. 
East Chicago, Ind. 
Protestant Deaconess Evansville, Ind. 
Parkview Memorial Hospital...........ccccccsoseccseces Fort Wayne, Ind. 
St. Joseph Hospital......... Fort Wayne, Ind 
Indianapolis General Indianapolis 
Indiana University Medical Indianapolis 
Cedar Rapids, lowa 
Broadlawns Polk County Hospital Des Moines, lowa 
Des Moines, lowa 
State University of Jowa Hospitals............cccccesccccccecees lowa City 
Kansas City, Kan. 
University of Kansas Medical Center.................... Kansas City, Kan 
Wichita, Kan 
Louisville, Ky. 

SS. Mary and Elisabeth Hospital... Louisville, Ky. 
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NONF EDERAL Continued 

Confederate Memorial Medical Center.......... ceeccesess. Shreveport, La. 
North Louisiana Shreveport, La. 
Eastern Maine General Hospital.................. eseeeess.. Bangor, Maine 
Central Maine General Hospital................... «esses. Lewiston, Maine 
Lewiston, Maine 
Bon Secours Hospital........ Baltimore 
Provident Hospital and Free Dispensary............. eseessseeees Baltimore 
Baltimore 
Prince George’s General Hospital.................cccceeeeeee Cheverly, Md. 
Washington County Hagerstown, Md. 
Cambridge, Mass, 
Cambridge, Mass. 
Newton-Wellesley Hospital ..................... Newton Lower Falls, Mass. 
Wesson Memorial Springfield, Mass. 
Worcester, Mass. 
{nn Arbor, Mieh. 
Leila Y. Post Montgomery Hospital................ ‘ Battle Creek, Mich 
Detroit Memorial Hospital................... Detroit 
St. Joseph Mercy Detroit 
Wayne County General Hospital and Infirmary.............. Eloise, Mich. 

sabes Grand Rapids, Mich. 
Highland Park Genera] Hospital................... Highland Park, Mich. 
James Decker Munson Hospital....................... Traverse City, Mich. 
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NONFEDERAL Continued 


City General Hospital Kansas City, Mo. 
Evangelical Deaconess Hospital..........ccccovcccsccsccscscveseees St. Louis 
Butte Community Memorial Hospital............ccsccscccess Butte, Mont. 
Great Falis, Mont. 
Bishop Clarkson Memorial Hospital.............ccccccsccccccscsece Omaha 
Creighton Memorial-St. Joseph's Hospital Omaha 
Mary Hitehecock Memorial Hanover, N. 
Bayonne Hospital and Bayonne, N. 
East Orange General Hospital...........ccccccccccsecss East Orange N. J. 
Elizabeth General Hospital and Dispensary................ Elizabeth, N. J 
Jersey City, N. J. 
Monmouth Memorial Hospital Long Branch, N. J. 
Morristown Memorial Hospital........ 0 Morristown, N. J. 
Neptune, N. J. 
Harrison S. Martiand Medical Center............. -eimicaeak Newark, N. J. 
Barnabas Medical Center... Newark, N. J. 
Middlesex General Hospital...................scceee- New Brunswick, N. J. 
Paterson, N. J. 
Perte Amboy General Hospital... Perth Amboy, N. J. 
Hoepital. Somerville, N. J. 
William Mekinley Memorial Hospital...................... Trenton, N. J. 
Bernalillo County-Indian Hospital..................08. Albuquerque, N. M. 
©ity Binghaimpton, N. Y. 
Lawrence Hospital Bronxville, N. Y. 
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NONFEDERAL~ Continued 


Kdward J. Meyer Memorial Buffalo 
Mary Imogene Bassett Hospital................0ece00. Cooperstown, N. Y. 
Elmhurst General Hospital.................... Elmhurst (Flushing), N. Y. 
Flushing Hospital and Dispensary..............cccceeceees Flushing, N. Y. 
Glens Falls, N. Y. 
Charles S. Wilson Memorial Hospital................ Johnson City, N. Y. 
St. John’s Long Island City Hospital............ Long Island City, N. Y. 
Northern Westchester Hospital................ceee000: Mount Kiseo, N. Y. 
Mount Vernon, N. Y. 
Long Island Jewish Hospital....................06- New Hyde Park, N. Y. 
New Rochelle, N. Y. 
Mother Cabrini Memorial Hospital.....................06. New York City 
New York Polyelinie Medieal School and Hospital......... New York City 
Niagara Falls Memorial Hospital.................... Niagara Falls, N. Y. 
Port Chester, N. Y. 
Rochester General Hospital........... Rochester, N. Y. 
Rochester, N. Y. 
Strong Memorial-Rochester Municipal Hospitals......... Rochester, N. Y. 
State University of New York Upstate Medical Center..... Syracuse, N. Y 
Bt. Boapital. Yonkers, N. Y. 


Memorial Mission Hospital of Western North Carolina... Asheville, N. C. 


Durham, N. C. 
Moses H. Cone Memorial Hospital...................... Greensboro, N. C. 
James Walker Memorial Hospital....................... Wilmington, N. C. 
Winston-Salem, N. C. 
Kate Bitting Reynolds Memorial Hospital........... Winston-Salem, N. C. 
Grand Forks Deaconess Hospital....................-- Grand Forks, N. D 


V 
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NONFEDERAL-~ Continued 

Cincinnati Generel Hospital ..... Cineinnat 
Evangelical Deaconess Hospital............cccccccccssccccccececs Cleveland 
Columbus, Ohio 
Dayton, Ohio 
Dayton, Ohio 
Maumee Valley Hospital......... behunededgeednccacuieeseeuseee Toledo, Ohio 
Youngstown, Ohio 
Zanesville, Ohio 
Merey Hospital, Oklahoma City General................... Oklahoma City 
University of Oklahoma Hospitals......................20- Oklahoma City 
Eugene, Ore. 
Portland Sanitarium and Hospital.....................0000- Portland, Ore 
Portland, Ore. 
Univ. of Oregon Medical School Hospitals and Clinies..... Portland, Ore. 
Abington, Pa. 
Allentown, Pa 
George F, Geisinger Memorial Hospital....................... Danville, Pa. 
Thomas M. Fitzgerald-Mercy Darby, Pa. 
Harrisburg Polyclinic Hospital...............ccccccccccccs Harrisburg, Pa. 
Conemaugh Valley Memorial Hospital..................... Johnstown, Pa. 
Albert Einstein Medieal Center, Northern Division............ Philadelphia 
Albert Einstein Medical Center, Southern Division............ Philadelphia 
Germantown Dispensary and Hospital....................000. Philadelphia 
Graduate Hospital of the University of Pennsylvania........ Philadelphia 
Hahnemann Medical College and Hospitai.................... Philadelphia 
Hospital of the University of Pennusylivania.................. Philadelphia 
Hospital of the Women’s Medical College of Pennsylvania... Philadelphia 
Jefferson Medical College Hospital............cccccccccccceses Philadelphia 
Methodist Episcopal Hospital......... Philadelphia 
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NONFEDERAL—Continued 

Philadelphia 
Pennsylvania Hospital .......... Philadelphia 
Philadelphia General Hospital..... baaveneeesiccadesustWes ..... Philadelphia 
Philadelphia 
St. Luke’s and Children’s Medical Center.................000- Philadelphia 
Health Center Hospitals of the University 

of Pittsburgh School of Medicine...............ccccccccccecs Pittsburgh 
St. Francis General Hospital and Rehabilitation Institute..... Pittsburgh 
St. Joseph's Hospital and Pittsburgh 
Western Pennsylvania Pittsburgh 
Wilkes-Barre General Hospital..................ccceeeees Wilkes-Barre, Pa. 
Roger Williams General Hospital...................00005- Providence, R. 1. 


Medical College of South Carolina Teaching Hospitals.. Charleston, S. 


~ 


Columbia Hospital of Richland County.................. Columbia, S. C. 
Greenville, S. ©. 
Orangeburg Regional Orangeburg, S. C. 
Spartanburg Genera] S. C. 
Sioux Falls, Dak. 
Holston Valley Community Hospital..................... Kingsport, Tenn. 
East Tennessee Baptist Knoxville, Tenn. 
Sanders Presbyterian Knoxville, Tenn, 
ata ersity of Tennessee Memorial Research 

Memphis, Tenn 
City of Memphis Hospitals (John Gaston Memphis, Tenn. 
University of Texas Medical Branch Hospitals........... Galveston, Texas 
Robert B. Green Memorial Hospital................... San Antonio, Texas 
Scott and White Memorial Hospitals...................0005: Temple, Texas 
Thomas BD. Dee Memorial Hospital. Ogden, Utah 
Dr. W. H. Groves Latter-Day Saints Hospital............. Salt Lake City 
Salt Lake County General Hospital...............cceceeees Salt Lake City 
De Goesbriand Memorial Hospital.....................0000- Burlington, Vt. 
University of Virginia Hospital........................ Charlottesville, Va 


488 APPROVED INTERNSHIPS 


NONFEDERAL~ Continued 


Medical College of Virginia—Hospital Division............. Riehmond, Va. 
Roanoke Memorial Roanoke, Va. 
Winchester Memorial Hospital..........cccsccsccccrscccses Winchester, Va. 
King County Hospital Unit No. i (Harborview)..............6.006. Seattle 
BMOapital. Spokane, Wash. 
County Hospital. Tacoma, Wash. 
General Tacoma, Wash. 
Charteston General Charleston, W. Va. 
| Huntington, W. Va. 
Camden-Clark Memorial Parkersburg, W. Va. 
Ohio Valley General Hospital..........cccccsessccecccens Wheeling, W. Va. 
BE, .. Fond du Lae, Wis. 
Mercy Hospital Janesville, Wis. 
La Crosse Lutheran Hospital..........ccccccccccrssscceces La Crosse, Wis. 
BE. Francis Hospital. Lau Crosse, Wis. 


ROTATING (Med. Major) 


Number of Approved Programs, 9 


George Washington University Hospital............... Washington, D. C. 
University Hospital. Ann Arbor, Mich. 
University Hospitals. Columbus, Ohio 
University of Oklahoma Hospitals................5. Oklahoma City, Okla. 


ROTATING ‘Surg. Major) 


Number of Approved Programs, I! 


George Washington University Hospital............... Washington, D. ©. 
T. B. Sechumpert Memorial Hospital... Shreveport, La. 
Ann Arbor, Mich. 
Bellevue Hospital Center Div. Surgical— 

University of Oklahoma Hospitals...............6.. Oklahoma City, Okla. 


ROTATING (Ped. Major) 
Number of Approved Programs, 3 


ROTATING (Ob.-Gyn. Major) 


, Number of Approved Programs, 3 


OTHER ROTATING 
Number of Approved Programs, |! 


University of Colorado Medical Center 


Community Rotating 
Denver 
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OTHER ROTATING Continued 


Community Rotating 


George Washington University Washington, D. ©, 
Rotating (Path.-Major 


Rotating (Neurol.-Major) 

Rotating (Derm.-Major) 

Rotating (Anes.-Major) 

Rotating (Otol-Major) 

Rotating (Ophth.-Major) 

Rotating (Phys.-Med. Rehab.-Major) 
Rotating (Gen. Prae.-Major) 
Rotating (Path.-Major) 


MIXED 


Number of Approved Programs, 29 


U.S. Public Health Service Hospital, Med.-Surg. 
University Hospital, Little Rock, Ark.;: ed. 
Georgetown University Hospital, W D. Med.-Surg. 
University of Kansas — Center, Kansas City, Kan.; Med.-Surg.-Ped,; 
-Med.; Path.- 
Baltimore City Baltimore: Med.-Ped.: Ped.-Med. 
Hospital for Women, Baltimore; Med.-Ob.-Gyn. 
University Hospital, Baltimore, Md.: Surg.-Ob.-Gyn. 
Holyoke Hospital, Holyoke, Mass.: Med.-Surg. 
Lutheran Hospital, St. Louis; Med.-Surg.-Ob.-Gyn, 
Bellevue Hospital Center, New York City 
Division I oe —Columbia University: Med.-Chest-Surg. or Path. 
Bellevue Hospital Center, New York City 
Division Medie “Cornell U niversity: Med.-Path. 
Bellevue Hospital Center, New York City 
Division York University College of Medicine; 
Med.-Surg. 
Bellevue Hospital Center, New York ¢ 
Division ‘Surgical New York. College of Medicine; 
Surg.- 
Knickerbocker eg New York City: Med.-Surg. 
Montefiore Hospital, New York City; Med.-Surg.-Pul.-Neuro.-Neoplastle 
Roosevelt Hospital, New York City; Med.-Ped.-Surg.: Surg.-Gyn.-Med. 
St. Luke's Hospital, New York City; Med.-Surg.: Surg.-Med. 
— By ged Rochester Municipal Hospitals, Rochester, N. Y.; 
-4 
ennai Hospital, Syracuse, N. Y.: Med.-Surg.-Ob.-Gyn. 
State University of New York Upstate Medical Center Hospitals, 
Syracuse, N. Y.; Med.-Surg. 
Grasslands Hospital, Valhalla, N. Y.: Med.-Ped.-Surg.: Surg.-Ob.-Med. 
North Carolina Memorial Hospital, Chapel Hill, N. C.: Med.-Ped. 
Duke Hospital, Durham, N. C.; Ob.-Ped. 
Watts Hospital, Durham, N. Med.-Surg.-Ob.-Gyn. 
North Carolina Baptist Hospital, Winston-Salem, N. C.: Ped.-Ob.-Gyn.-Med, 
Bethesda Hospital, Cincinnati; Med.-Ob.-Surg. 
Baroness Erlanger Hospital, Chattanooga, Tenn.; Med.-Ob.-Surg. 
St. Thomas Hospital, Nashville, Tenn.; Med.-Surg.; Ob.-Gyn.-Surg.: 
Ob.-Gyn.-Med, 
Jefferson Hospital, Roanoke, Va.: Surg.-Med.-Ob. 


STRAIGHT 
Total Number of Approved Programs, 210 


INTERNAL MEDICINE 


Number of Approved Programs, 79 


University Hospital and Hillman Clinie.................. Birmingham, Ala. 
Btantord VRiversity San Francisco 
University of California Hospitals. San 
Girace-New Haven Community Hospital................. New Haven, Conn. 
Georgetown University Washington, D. 
Emory University Boepital. Emory University, Ga. 
University of Kansas Medical Center.................... Kansas City, Kan 
Memorial Boston 


V 16 
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INTERNAL MEDICINE Continued 


Peter Bent Brigham Hospital..... Boston 
St. Mary's Group of St. 
Long Island ¢ ‘olleze Srooklyn 
Mary Imogene Bassett Hospital.................00000 Cooperstown, N. Y. 
Bellevue Hospital Division I1—Medieal 

New York University College of New York City 
Bellevue Hospital Center Division 1V—Medie 

) ork University Postgraduate Medical School..... New York City 
ET CT OCT New York City 
Strong Memorial- Rochester Municipal BMospiteals....c.ses Rochester, N. Y. 
State University of New "pstate Medical Center.... Syracuse, N. Y. 
North Carolina Chapel Hill, N. ©. 
North Carolina Baptist Hospital.................... Winston-Salem, N. C. 

Dallas, Texas 
Salt Lake County General Hospital.................00.0008- Salt Lake City 
Uarversity Of Virsinin Hospital. Charlottesville, Va 
Chesapeake and Ohio Hospital...................ecc000- Clifton Forge, Va. 
Medical College of Virginia—Hospital Division............ Riehmond, Va. 
King County Hospital, Unit No. 1 (Harborview)................... Seattle 
PATHOLOGY 


Number of Approved Programs, 25 


Of Los Angeles 
Daiveraity Of Califormia Hospitals. San Francisco 
(irace-New Haven Community Hospital................ New Haven, Conn. 
University of Kansas Medical Center.................... Kansas City, Kan. 
Massachusetts Memorial Boston 
oe Hospital Center, Division III—Pathology 

w York University College of Medieine............... New York City 
Strong Memorial-Roechester Municipal Hospitals.......... Rochester, N. Y. 
North Carolina Memorial Hospital...................... Chapel Hill, N. ©. 
North Carolina Baptist Hospital.................... Winston-Salem, N. ©. 
University Hospital... Nashville, Tenn. 

PEDIATRICS 


Number of Approved Programs, 45 


University Hospital and Hillman Clinie.................. Birmingham, Ala. 
University Hospitals... San Francisco 
(irace-New Haven Community Hospital................ New Haven, Conn. 
University of Kansas Medical Center................... Kansas City, Kan. 
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PEDIATRICS Continued 


St. Mary’s Group of Hospitals s 
Bellevue Hospital Center— Division I1l—Pediatries 

New York University College of Medicine............... New York City 

Memorial- Roe hester Municipal Hospitals......... Rochester, N. Y. 
State University of New York Upstate Medical Center.... Syracuse, N. Y 
North Carolina Memorial Hospital...................... Chapel Hill, N. C. 
Vanderbilt University Nashville, Tenn. 
Salt Lake County General Salt Lake City 

SURGERY 
Number of Approved Programs, 61 

University of California Hospitals... San Francisco 
Grace-New Haven Community Hospital................. New Haven, Conn. 
Emory University Hospital.............cccsccescccs Emory University, Ga. 
Indiana University Medical Indianapolis 
University of Kansas Medical Center.................... Kansas City, Kan. 
Massachusetts Memorial Hospitals. Boston 
University Of Hospitals. Minneapolis 

Bellevue Hospital Division I—Surgical 

Bellevue Hospital Center—Division Il-—Surgieal 

Bellevue Hospital Center— Division IIl—Surgical 

New York University College of Mediecine............... New York City 
Bellevue Hospital Center—Division IV—Surgieal 

New York University Postgraduate Medical Sehool.... New York City 
Bronx Municipal Hospital Center... New York City 
Strong Memorial-Rochester Municipal Hospitals.......... Rochester, N. Y. 
Stute University of New York Upstate Medical Center.... Syracuse, N. Y. 
North Carolina Memorial Hospital.................... . Chapel Hill, N.C. 
North Carolina Baptist Hospital.................... Winston-Salem, N. C. 
Vandeorbitt .... Nashville, Tenn. 
University Gf Virmwimia Charlottesville, Va. 


Medical College of Virginia—Hospital Division............. Richmond, Va. 


4 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


Council on Medical Education and Hospitals of the American Medical Association 
535 North Dearborn Street. Chicago 10 
Revised to September 1, 1957 
Hospitals, 1,259; Assistant Residencies and Fellowships, 31,252 


The following services are approved by the Council on Medical Education and Hospitals as meeting the requirements of the 
Essentials of Approved Residencies and Fellowships. In those specialties in which certifying boards have been established approval 
is extended in concurrence with the Board concerned as indicated. The number of years of training for which approval has been 
granted is indicated in the column, “Length of Approved Program (vears).” Residencies in which this designation does not appear 
have been approved without specifying the number of years for which they are accredited. The beginning stipends for Federal 
hospitals have not been listed; they are established in accordance with government pay tables. 


INDEX TO LIST 


1. ALLERGY 
Residency programs in the following hospitals have been approved for ONE year of training 7: the Council 
and the Subspecialty Board for Allergy of the American Board of Internal Medicine 
Hospitals, 20; Assistant Residencies and Residencies, 35 
=F 4 Sy até 
Name of Hospital Location (hiet of Service o> 
UNITED STATES ARMY 
UNITED STATES NAVY 
NONFEDERAL AND VETERANS ADMINISTRATION 
University of Illinois Research and Edueation Hospitals %... Chicago 7,045 | 125 
Ohio Stute University Hospitals 
Montefiore Hospital ! Pittsburgh ‘ ‘riep 103 12,425 2 2 225 
University of Virginia Hospital] !-*................ ( harlottesville, Va QO. Swineford, 264 5,061 3 3 200 
Medical College of Virginia-Hospital Division Richmond, Va M. 5,979 1 125 
2. ANESTHESIOLOGY 
Residency programs in the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Anesthesiology, through the Residency Review Committee for Anesthesiology. 
Hospitals, 213; Assistant Residencies and Residencies, 1,272 
=5 ss ™“S3 GES 
Name of Hospital Location Chie! of Service 
UNITED STATES AIR FORCE 
UNITED STATES ARMY 
Letterman Army Hospital San Franciseo J. BF. Pieler... 6,222 2,403 ? 
UNITED STATES NAVY 
U.S. Naval Hospital Chelsea, Mass. D. R. 5,223 195 2 


Numerical and other references will be found on pages 556 through 559. 
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2. ANESTHESIOLOG Y—Continued 


= == BL x 
= x= 
Name of Hospital Chiet of Service 
UNITED STATES PUBLIC HEALTH SERVICE 
U. S. Public Health Service Hospital ?-%........ Stapleton, S. 1., N. Y. 3,202 1,401 2 4 eee 
NONFEDERAL AND VETERANS 
University of Alabama Medical Cen 
University Hospital and Hillman Clinic Birmingham, Ala. 10,052 8.900 2 4 
TCT STE CTE Little Rock, Ark. ©. W. 2,401 1,502 2 5 150 
COURTY Los Angeles 14,629 S406 14 27 246 
University of ¢ Hospital ..... Los Angeles 2,019 1,749 4 7 198 
White Memorial Hospital ? Los Angeles E. Lefingwell 4,802 2.588 5 10 150 
Highland-Alameda County Hospital Oakland, Calif. 3,270 1,914 2 20) 
St. Francis Memorial Hospital San Francisco 5,627 5,214 3 8 300 
San Francisco Hospital 
‘ Sante Ciara Oounty Hospital 3°%.........ccccscscscoes San Jose, Calif. J. Atkinson-J. W. Pender..... 2,292 1,673 1 2 260 
University of Colorado Medical Center 
Grace-New Haven Community Hospital New Haven, Conn. 12,410 920 3 7 
Distriet ot Columbia General Hospital 1-8.......... Washington, D.C. 4,870 3,873 3 5 233 
George Washington University Washington, D.C. 11,384 10,022 5 12 150 
Washington Hospital Center 
Jackson Memorial Hospital Mia Fla. 14,123 wil 2 4 Th 
University Hospital ?............ Ga. 5,386 3.736 4 8 200) 
Emory Vaiversity Emory University, Ga. 3.820 6,983 1 3 245 
Northwestern University Medical Center 
Chicago Wesley Memorial Hospital Chicago 10.063 9.737 4 100 
University of Illinois Research and Education Hospitals Chicago 6.99? 355] 5 12 125 
©... Joliet, Il. Ruttle....... 6.724 $04] 4 350 
Indianapolis General Indianapolis 13965 1,749 4 05 
Indiana University Medical Center Indianapolis V_.K Stoeiting 10.976 7.904 7 14 165 
State University of lowa Hospitals '-8...............000005s lowa City 5 Rr 12,055 7,176 7 14 140 
Veterans Admin. Hospital lowa City Cc. Cullen..... 1.506 307 
University of Kansas Medical Kansas City, Kan. 5,454 4,046 3 9 125 
Veterans Admin. Hospital Kansas City, Mo. 2 304 1,080 
Louisville Generel TOTES TT Louisville, Ky. RR, P. Bergner......... 9,398 6,918 7 83 
Eastern Maine General Hospita) Bangor, Maine 5.981 3,900 1 2 100 
Central Maine General Hospital !}...................... Lewiston, Maine a. C lapperton 4,334 3,904 1 225, 
New England Deaconess Hospital Boston ¥. Band-F. J. Audin....... 5.014 761 3 7 200) 
Boston 2.933 2 R15 9 9 75 
Veterans Admin. Hospital 1-8.................. Boston (Jamaica Plain) 1.861 1.659 
University of Minnesota Minneapolis 18,676 12,101 12 28 185 
edd se Rochester, Minn. 30,000 20,000 5 18 175 
Mary Hitehock Memorial coke Hanover, N. H. 5,863 2,699 2 4 218 
Jersey City Medical ¢ enter Jersey City, N. J. rer 5,078 2,257 3 6 108 


Numerical ‘and other references will be found ‘on pages 556 through 559. 
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2. ANESTHESIOLOGY—Continued 


Name of Hospital Location 
Kings County Hospital Brooklyn, N. Y. 
Edward J. Meyer Memorial Hospital 2-8........cccccccccccccccess Buffalo 
Flushing Hospital and Dispensary 1-8...............5000e0: Flushing, N. Y. 
Loug Island Jewish Hospital *-®.................. New Hyde Park, N. Y. 
Bellevue Hospital Center 
Div. IV-New York University Post-Graduate Medical 
Bronx Municipal Hospital Center New York City 
Memorial Center for © uncer and Allied Diseases......... New York City 
New York City 
New York Medical College- Medical Center 
Flower and Fifth Avenue ,Hospit New York City 
New York Polyclinie Medical School and Hospital '-8.... New York City 
New York City 
Veterans Hospital New York City (Bronx) 
Strong Memorial-Rochester Municipal Hospitals '-%.... Roehester, N. Y. 
State University of New York Upstate Medical Center 
North Carolina Memorial Hospital Chapel Hill, N. 
North Carolina Baptist Winston-Salem, N. ©. 
Ohio State University Hospitals 
University Hospital 1-3-812-316 Columbus, Ohio 
University of Oklahoma Hospitals 4-8................... Oklahoma City 
University of Oregon Medical Se 
Geo. F. Geisinger Memorial Danville, Pa. 
Conemaugh Valley Memorial Hospital Johnstown, Pa. 
Albert Einstein Medieal Center cc Philadelphia 
Graduate Hospital of the University of Pennsylvania 1-8... Philadelphia 
Hahnemann Medical College and Hospital -3............... Philadelphia 
Hospital of the University of Pennsylvania *-8,............ Philadelphia 
Hospital of the Woman's Medical College 
Jefferson Medical College Hospital Philadelphia 
Francis General Hospital and Rehabilitation 
Robert Packer Hospital Sayre, Pa. 
Medieal College of South Carolina 
Baroness Erlanger Hospital 1-8..................... Chattanooga, Tenn. 
Vanderbilt University Hospital 1-3....................... Nashville, Tenn 
Parkland Memorial Dallas, Texas 


University of Texas Medical Branch Hospitals '-3.... Galveston, Texas 
Baylor University College of Medicine Affiliated Hospitals 


Jefierson Davis Hospital 2-9. Houston, Texas 
Houston, Texas 
BMoepital Houston, Texas 
Houston, Texas 


of Texas M. D. Anderson and 
Tumor Institute 2-9-9596, Houston, Texas 
Scott and W hite Memorial Hospitals Temple, Texas 


~ 
« 


see 


Chief of Service 


M. Landmesser........ 
Goldfeder...... 


W. 


M. hwab eed 
Lund 


B. Goldstein. 


rr 


. W. Krumperman........... 


Suklad 


M. J. Doerr 


ns 


H. Mannheimer........... 


H. 


Total 
Anestheties 


= 


9,291 


3,298 
11.219 


13,466 


inhalation 
\nestheties 


2,165 


4,192 


First Year 


Residencies 


> 


Offered 5 


Total 
Offered & 


ave 


ae 
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ata 
573 160 
100 
3,780 2,299 125 
5,159 3,051 248 
3,146 392 
5,551 4,052 75 
3,506 2,575 140 
6,588 5,706 105 
3,337 2,635 Ri) 
7,383 3,273 200 
6.848 
23,598 18,148 | 26 250 
6,031 ? 647 6 100 
\ 5,937 3,752 125 
B 5,057 1,272 9 ae 
\ 10,180 S00 4 20) 
H 7,328 5,369 2 150 
10,832 1.210 1 19] V 
7,034 440 233 6 
791 173 1957 
2,991 2,38) 156 
8,076 160 
6,604 3,611 125 
| “rick 6,473 780 
} 3.720 16? 5d 
11,437 7.936 175 
a 6.6096 1.816 
J 4,184 1.727 150 
11,093 »,993 215 
M. Oppenheim .... ‘ 208 3.604 250) 
B. B. Sankey... 6,296 20) 
R. A. Hingson..... 16,359 S180 125 
13,798 8,178 177 
YN ¢ ye 5,114 3,235 200 
J 6,777 » O92 
5.404 100 
» 090 1,841 175 
7 704 300 
6.740 6,000 100 
7,721 207 75 
6,775 150 
3,797 3,262 
9 729 733 100 
6,120 3,248 121 
9,019 1,289 150 
13,495 11,716 20) 
F. Foldes.... 12,783 935 
6,479 4,122 295 
Thomas 9 447 4 200 
695 430 995 
1,246 20) 
M 1.706 100 
6,47 3,719 995 
B. H. Robbins » 951 3,703 
\ 7 667 3,479 75 
W 1,63] 1,104 
17,243 1,027 100 
13,494 10,563 220 
W. 3,657 2,331 4 150 


Vo 
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2. ANESTHESIOLOGY—Continued 


Name of Hospital Location Chief of Service 
University of Utah Affiliated Hospitals Salt Lake City 7A97 4,488 4 10 225 
University of Vermont Affiliated Hospitals 
De Goesbriand Memorial jHospit Burlington, Vt. 2,463 1,231 1 3 100 
Mary Fletcher Hospital Burlington, Vt. iis 3,507 1,753 7 167 
Veterans Admin. Hospital White River Vt. 1,405 485 1 2 
University of Virginia Charlottesville, Va. D. E. East 3,316 4,592 2 4 
Medical College of Virginia- ~Hospital Division 1-8,...... Va. W. E. 10,381 5,179 200) 
U of W Affiliated Hospitals 
Children’s Orthopedic Hospital Seattle 3,374 1,352 as 160 
King County Hospital Unit No. 1 (Harborview) ?............. Seattle 2,115 6 125 
Veterans Admin. Hospital 3-8. Seattle 1,053 346 2 
Tacoma General Hespital Tacoma, Wash. 2,762 3 6 20) 
Ohio Valley General Hospital Wheeling, W. Va. D. E. 3,541 % 6 300 
Veterans Admin. Hospital Milwaukee, (Wood) Wis. W. 3,70) 114 3 5 
3. AVIATION MEDICINE 
The programs in Aviation Medicine which have been approved by the Council and the American Board 
of Preventive Medicine, through the Residency Review Committee for Preventive Medicine, 
will be found listed under Preventive Medicine, page 534. 
4. CARDIOVASCULAR DISEASES 
Residency programs in the following hospitals have been approved for ONE year of training by the Council 
and the Subspeciaity Board for Cardiovascular Diseases of the American Board of Internal Medicine. 
Hospitals, 50; Assistant Residencies and Residencies, 117 
Name of Hospital Location Chief of Service 
UNITED STATES ARMY 
UNITED STATES NAVY 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
NONFEDERAL AND VETERANS ADMINISTRATION 
University of California Hospital ses San Ce Incl. in Int. Med... 210 
Veterans Admin. Hospital West Haven, Conn. 29? 20 1 
George Washington Univers: ty Hospital Washington, D. ©. 460 3 1 3 150 
Kansas Medica Kansas City, Kan. 406 2 2 2 125 
Rochester, Minn. Inel, in Int. Med... 175 
Buffalo General Hospital 1-3-2380). Buffalo Incl. in Int. Med. 1 1 200) 
Irvington, N. Y. A. C. De Graff-H. F. Wood......... 271 3 250 
New York City ©. E. Kossmann Incl. in Int. Med. 1 180 
New York City DAG 36 2 6 Th 
St. Francis Hospital and Sanatorium ET Roslyn, N. Y. 341 7 5 5 20 
University of Cincinnati ¢ of Medicine Hospital Group 
Ohio State University Hospitals 
Graduate Hospital of the University of Pennsylvania '-8... Philadelphia 2 2 
Health Center Hospitals of ~ University of Pittsburgh 
St. Francis General Hospitai and Rehabilitation Institute Pittsburgh i 624 42 1 250) 
University of 'lexas Medical Branch Hospitals Texas Inel. in Int. 1 3 160 
University Hospitals Madison, Wis. Inel. in Int. Med. 2 2 300 


~~ Numerical and other references will be found on pages 556 through 559. 
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5. DERMATOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American Board 
Dermatology, Inc., through the a Review Committee for Dermatology, as 
raining in the speciality. 
Hospitals, 74; Assistant Residencies and Residencies, 298. 


Name of Hospital Location 
UNITED STATES ARMY 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Publie Health Service Hospital '-3-292,...... Stapleton, S. I., N. Y. 


NONFEDERAL AND VETERANS 
University of Alabama Medical Cent 


University Hospital and Hillinan ¢ ‘linie Ala. 
Fairfield, Ala. 
Veterans Adimin. di 54060000 Long Calif. 
University of ¢ Los Angeles 
Los Angeles 
University of California San Francisco 
University of Colorado Medic al ( vent 

Colorado General Hospital 2-3. Denver 
Grace-New Haven ¢ community Hospital New Haven, Conn. 
Jackson Memorial Hospita Miami, Fla. 
University of Illinois Aeneonee and Edueational Hospitals 4-8.. Chicago 
State University of lowa Hospitals lo City 
Veterans Admin. Hospital Fort Howard, Md. 
Massachusetts Memorial Hospitals Boston 
University Hospital Ann Arbor, Mich. 
Mary Hiteheock Memorial Bospital Hanover, N. H. 
Kings County Hospital 

Edward J. Meyer Memorial Hospital !-%-246,...................5. Buffalo 
Bellevue Hospital Cente 


Div. 1V—New York University 


Post-Graduate Medical School 2°'.......0............... New York City 
New York City 
New York Polyclinic Medical Senool and Hospital '-8.... New York City 
New York University-Bellevue Medical Center 

University Hospital (Skin and Cancer)................. New York City 
Veterans Admin. Hospital }-3................... New York City (Bronx) 
Veterans Admin. Hospital }-8.............. New York City (Manhattan) 
Duke University Hospital Durham, N. C. 
University of Cincinnati College of Medicine Hospital Group 

University ot Oklahoma Hospitals '-*.................... Oklahoma City 
Univ. of Oregon Medical School Hospitals and Clinies !.. Portland, Ore. 
Geo. F. Geisinger Memorial Hospital !-#.................... Danville, Pa. 
Graduate Hospital of the University of Pennsylvenia '-*.. Philadelphia 
Hahnemann Medical College and Hospital 3-8.............. Philadelphia 
Hospital of the University of Pennsylvania 1-8............. Philadelphia 
Jefferson Medical College Hospital '-*.............0..0....... Philadelphia 
Philadelphia General Hospital ®.....................ccccceee: Philadelphia 
University of Texas Medical Branch Hospitals '-4..... Galveston, Texas 


Baylor University College of Medicine Affiliated Hospitals................ 


Veterans Admin. Hospital Houston, Texas 
University of Virginia Hospital 4-8................... Charlottesville, Va. 
Medical College of Virginie Hospital Division !-8,........ Richmond, Va. 
Veterans Adinin. Hospital Milwaukee, , (Wood), Wis. 


Numerical and other references will be found on pages 556 through 559. 


[npatients 


10 


‘ 


offering acceptable 


Outpatient 


Visits 


12,231 
17,761 
13,856 


16,160 
6,651 


7,093 


10.046 
4.068 


lu 
8,198 
10,042 
0 


76 


37 


S440 
2,672 
l 
6,101 
4,515 
1624) 


Ap 


Residencies 
Offered * 


Total 


proved Pro- 
(years: 


Beginning 


Residencies 
Length of 
Stipend 


First Year 
Offered * 
(Month) 


were 


wwe 


~w 


J.AALA., Oct. 5, 1957 
81 2,18? 1 108 
6 4,738 1 295 
Obermeyer HOO 7 1 246 
3,109 
Couperus .... 17 4,722 150 
10 3.449 180) 
Bluefarb......... 10,610 1) 
wstenberg .... 649 er 
pmiland .. 46 4,333 140 
Ken 
iv ? 3 - 
Lypen..... 14? 3,214 Is) 
Brunsting 6 WW 
Lobitz, » 1 2IS 
D. Osborne 11s 3 3 
Sulzberger . 73 i 3 71 
Lewis ] 3 
C. Cipollaro 3 3 
P. Barker | 3 10 
Shatin 4h l 3 3 
Michuelides hs 4 3 awe 
roldman 3 7 3 11M) 
Rauschkoll sana 3 3 162.00 
R. Haserick ym!) D 3 175 
toughton $s) 2 3 
1. Lamb 1 64 | 3 
D. Pillsbury lis 6.149 1? 3 
H. B. Decker 9 1) 
(. Burgoon 176 G35 1 1?1 
J. F. Mullins 109 6 3 160 
E.R. Seale..... 4,086 1 3 74 
E. R. Seale... ls 1.885 ~ 
E. P. Cawiey...... 2 6 8 50 
A Pepple TT 1 1 125 
S. A. M. Johnson 4,776 ] 1 100 
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6. GASTROENTEROLOGY 
in the following hospitals have been a for ONE year pa Council 


d the Subspecialty Board for Gastroenterology of the American Board nternal Medicin 
Hospitals, 33; Assistant Residencies and Residencies, 68 
~ £ B.S x 
Name of Hospital Location Chief of Service = 
UNITED STATES ARMY 
Letterman Army Hospital '~8........... San Francisco 500) Ww 1 
Army Medical Center Washington, D. ©. B. H. Sulliv 304 10 1 
NWONFEDERAL AND VETERANS ADMINISTRATION 
University of California Hospital San Francisco Inel. in Int. 2 ? 210 
Ochsner Foundation Hospital New Orleans 191 4 1 300 
Beth Israel Hospital TET Boston Incl. in Int. Med. 1 300 
Massachusetts Memorial Hospitals Boston Incl. in Int. Med... 4 
New York Polyelinic Medical School and Hospital !-3.... New City 118 4 1 1 125 
North Carolina Baptist Hospital Winston- N.C, Incl. in Int. Med. 1 125 
University of Cincinnati ¢ voliege ot Hospital Group 
Ohio State University Hospitals 
Graduate Hospital of The University of ania 1-8,, Philadelphia 2 150 
Hospital of The University of Pennsylv Philadelphie Inel. in Int. Med. 2 6 
Jefferson Medical College Hospital Philadelphia J. E. Incl. in Int. Med... ? 100 
Veterans Admin. Hospital Milwaukee (Wood), Wis. SOT 34 1 1 
7. GENERAL PRACTICE 
Residency programs in the following hospitals have been approved by the Council and the American Academy 
of General a the Residency Review Committee for General Practice, i 
offering acceptable training in the specialty. 4. 
Name of Hospital Loeation Chief of Service =e 
UNITED STATES AIR FORCE 
UNITED STATES ARMY 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 
U. S. Publie Health Service (Nv 2 
NONFEDERAL AND VETERANS ADMINISTRATION 
Carraway Methodist Hospital Ala. 6,921 6] 1 2 250) 
Maricopa County General Hospital Ariz. 6 6 2 250) 
St. Mary's Hospital and Sanatorium Tueson, Ariz. 5,213 32 2 2 2 200) 
St. Mary’s Long Beach Wi Long Beach, Calif. 16,516 113 4 ? 300 
Contra Costa County Hospital Martinez, Calif. 10 10 2 470 
County General Hospital Tulare, Calif. 3,387 117 7 7 ? 400 
Gloekner-Penrose Colorado Springs, Colo. 6,149 116 2 4 2 20) 
Colorado Springs, Colo. 5,919 70 2 2 210 
Wilmington General Hospital Wilmington, Del. e 7,286 76 6 260 
Eastern Dispensary and C asualty Washington, D. ©. 4,744 27 9 ? 300 
Jacksonville, Fla. . Inel. in Int. Med. 2 3 2 300 
St. Petersburg, Fla. H. R. Cushman........... 1,327 45 1 2 2 290 


Numerical and other references will be found on pages 556 through 559. 
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7. GENERAL PRACTICE—Continued 


ig Ee ea 
=i LSE Ete 
Namie of Hospital Location (hier of Service == BES waw 
St. Mary of Nazareth Hospital Chicago 44 10,144 113 1 ° 2 150 
Decatur and Macon County Decatur, Tl. 1,01 a7 2 2 1 275 
St) Methodist: Hospital: Cedar Rapids, 13,14 141 6 6 2 20) 
Huey P. Long Charity Pineville, L J. 8 0 325 
Baltimore TT. FE. Woodward.............. Incl. in ‘Meu. 2 2 75 
St. Anne's Hospital. . Fall River, Mass, J. ©. ¢ 5,774 4 1 2 
Cooley biekino Hospi: al Northhampton, Mass. L. N. Durgin.. 7,345 4 150 
Evangelical Deaconess Hospital etroit WwW 2 3 2? 
St. Joseph Mercy Hospital Pontiac, Mich. 4 4 2 325 
Lutheran Deaconess GG Minneapolis 8,312 41 2 3 2 200 
Jaekson, Miss. L. F. Rittelmeyer.......... 7,236 197 1 2 2 250 
Missouri Methodist ‘Hospital St. Mo. “7 2 2 1 225 
Hunterdon Medical Center Flemington, N. J. E. D. Pellegrino 1,339 us ? 2 2 150 
Morristown Memorial Hospital | Morristown, N. Inel. in Int. ? 2 2) 
Princeton Hospital 1-8......... Prineeton, N. J. 5,966 2 4 2 300 
St Joseph's Hospita Far Rockaway, N. Y 52 5 10 1 25 
Our Lady of Vietory Lackuwanna, N. Y. 68 2 1 175 
Mercy Hospital !-%.......... Charlotte, N. ©. 4 4 2 25 
White Cross Hospital Columbus, Ohio Inel. in Int. Med. 1 1 1 290 
Euclid-Glenville Hospital Euclid, Ohio 10,001 70 ti 10 2 200 
Toledo Hospital '-*............. Toledo, Ohio 5,238 77 3 2 200 
Youngstown Hospital '-4..... Youngstown, Ohio 8,141 152 1 2 2 175 
Geo. F. Geisinger Memorial Hospital Danville, Pa anes 1 2 2 175 
M. Pitagerald Merey Hospital Darby, Pa 14,408 1 1 1 200 
Montgomery Norristown, Pa S.C. 45565 2 2 1 


Numerical and other references will be ne found ¢ on pages 556 ; through 559. 
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7. GENERAL PRACTICE—Continued 


497 


si SSE EES 
Name of Hospital Location Chief of Service Ge 
Sacred Heart Hospital Norristown, Pa. 6,545 rs) 4 4 1 350 
St. John’s General Hospital sun Pittsburgh 6,408 99 1 ] 1 300 
Greenville General Hospital Greenville, S. 6,483 137 2 3 2 250) 
Spartanburg General Hospital Spartanburg, S. ©. 18,826 140 3 3 2 200) 
St. Mary's Hospitsi Knoxville, Tenn, 12,482 106 2 2 2 250 
All Saints Hospita Fort Worth, Texas E. Davenport 6,369 4s 4 4 1 250 
John Peter Smith Hospital Te Fort Worth, Texas D: 4,752 174 5 5 1 200 
Houston, Texas B. W alpole 20,219 100 6 12 2 275 
Nan Travis Memorial Hospital *- Jacksonville, Texas Se 5,381 33 1 2 2 20) 
Baptist Memorial Hospital San Antonio, Texas 9,342 127 1 2 
Robert B. Green Memorial San Antonio, Texas 9,299 209 1 2 1 150 
Wichita General Ww ichita Falls, Texas 9,744 91 3 3 1 300 
Thomas D. Dee Memorial Hospital Ogden, Utah 655 12,168 116 3 5 2 300 
University of Vermont Affiliated. Hospitals 
Riverside Hosp Newport News, Va. W. H. Huffstetler........... 4 4 1 250 
Norfolk, Va. 3,343 4 2 4 2 300 
Norfolk General Hospital Norfolk, Va. 4 4 1 125 
Spokane, Wash. Sin 26,197 255 4 4 1 250 
ce bake’ Bluefield, W. Va. 2,191 4 4 1 500 
Charleston General Hospital Charleston, W. Va Incl. in Int. “Med. 2 2 2 225 
Clark Memorial Hospital Parkersburg, W. Va. Ws 5,929 "56 1 2 2 200 
Ohio Valley General | Wheeling, W. Va. 2,952 33 2 4 2 300 
Evangelical Denconess Hospital Milwaukee M. A. Jochimsen.............. 4,427 3 3 2 250 
St. Luke’s Hospital 1- ei Milwaukee 6,669 10? 1 2 2 275 
8. INTERNAL MEDICINE 
Residency programs in the following hospitals have been approved by the Council, the American Board of 
Internal Medicine, and the American College of Physicians through the Residenc Review Committee for 
loteraal Medicine, as offering acceptable training in the specialty under any of the several programs 
leading to eligibility for examination he American Board of Internal Medicine. 
Hospitals, 600; Assistant Residencies and Residencies, 5,342 ao 
“sak 
Sa = Pag S25 
== = Efe §22 FSS 
Name of Hospital Location Chief of Service = San O77 
UNITED STATES AIR FORCE 
é UNITED STATES ARMY 
William Beaumont Army Hospital El Paso, Texas 7,538 2 6 3 
NAVY 
U.S. Naval Hospita San Diego, Calif. A. 2,051 112 4 12 3 
St. Albans, G. L. 9127 18 2 6 3 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Publie Health Service Hospital. San F A. A. 2,282 1 3 3 
U. 8S. Public Health Service Hospital New Orleans R. 3,362 32 3 3 
U. S. Public Health Service Hospital Baltimore G. F. Ellinger 1,823 25 2 6 3 
U. 8. Public Health Service Hospital 2-277, D 2,373 31 1 3 3 
U.S. Public Health Service Hospital Stapleton - 7. 2,026 5 3 9 3 
U. 8. Public Health Service Hospital) 1,449 33 1 3 3 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
NONFEDERAL AND VETERANS ADMINISTRATION 
Carraway Methodist Hospital ter Birmingham, Ala. E. D. Lineberry-O. MeCarn 2,166 36 1 3 3 250 
University Hospital and Hillman Ctiaie Birmingham, Ala. 4,806 158 16 40 108 
_ Veterans Admin. Hospital Birmingham, Ala. 502 34 3 18 


‘Numerical and ‘other references will be found on pages 556 through 559. 
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8. INTERNAL MEDICINE—Continued 


Name of Hospital Location 
Lloyd Noland Hospital Fairfleld, Ala. 
Mobile County Hospital !-%............ Mobile, Ala. 
Veterans Admin. Hospital 1-8-5, .... Tuskegee, Ala. 
County General Hospital '-8..... Phoenix, Ariz. 
General Hospital of Riverside County !................ Arlington, Calif. 
fern Oounty General Hospital Bakersfield, Calif. 
Herrick Memorial Hospital 1-3............cccsccccceseeeee Berkeley, Calif. 
San Joaquin General Hospital ?..................... French Camp, Calif. 
General Hospital of Fresno County Fresno, Calif. 
Glendale Sanitarium and Hospital ?...................... Glendale, Calif. 
Veterans Admin. Hospital Long Beach, Calif. 
Hospital of the Good 0.0 Jos Angeles 
Highland-Alameda County Hospital Oakland, Calif. 
Collis P. and Howard Huntington 
San Bernardino County Charity Hospital........ San Bernardino, Calif. 
San Diego County General San Diego, Calif. 
Kaiser Foundation Hospital San Francisco 
meamrora University Service San Francisco 
University of California Service '-%............ SAN Francisco 
Southern Pacifie General Hospital San Francisco 
Stanford University Hospitals San Francisco 
Community Hospital of San Mateo County ?......... San Mateo, Calif. 
Santa Barbara Cottage Hospita Santa Barbara, Calif. 


University of Colorado Medie val ‘enter 

Hartford Municipal Hospitai and Health Center '-8.... Hartford, Conn. 
New Britain General Hospital New Britain, Conn. 
tirace-New Haven Community Hospital New Haven, Conn. 
AaGmin. HOspital 2%... Newington, Conn. 

Veterans Admin. Hospital 1-3-100-102, West Haven, Conn. 
Wimington Genera: Wilmington, Del. 
District of Columbia General Hospital Washington, D. ©. 
Georgetown University Hospital '~3-198_............. Washington, D. ©, 
George W ushington University Hospital Washington, D. C 


Providence Hospital ! 
Veterans Admin. Hospital ce Washington, D. 
Washington Hospital Cent 


Central Dispensary and Hospital ?-%... Washington, D. 


ge Sinei Hospital of Greater Miami !-8......... Miami Beach, Fla. 

ves St. Petersburg, Fla. 
(‘rawford W. Long Memoriai Atlanta, Ga 


Chief of Service 


Inpatients 
‘Treated 


3,281 
G. O. segrest........ 1,335 
1,990 
M 959 
H. |. Harvey..... 2,128 
233 
D. L 4,837 
d. Reynolds- L. Gunther....... 4,395 
J. 3,352 
V J Johns, Jr 1,313 
1,422 
1,266 
1,395 
2,029 
E. F. Kellogg....... 3,931 
D. B. ? 973 
3,152 
4,817 
S74 
J. J Moher 
2,357 
B. Beeson-T. S. Evans..... 4,030 
2.557 
1,918 
H. Hussey-M. Romaunsky 
1,963 
R. Jones, Jr. 5,173 
J. W. Hurst ; 


Autopsies 


a 
2 os os 
eee ees £52 
2 6 3 225 
2 2 1 300 
4 5 3 
1 3 3 300 
1 3 3 300 
3 3 1 200 
6 14 3 150 
8 6 3 es 
1 1 1 539 
4 8 3 325 
1 3 3 175 
= 2 1 400 
2 h 3 260 
2 6 3 300 
2 4 3 “nh 
1 3 3 235 
9 27 3 _— 
8 5 3 150 
3 9 3 25 
2 6 3 225 
16 42 : 246 
3 3 1 200 
1 3 2 200 
1 1 1 250 
6 13 3 198 
20 3 
2 5 3 150 
4 11 3 200 
6 9 3 265 
1 3 3 240 
4 4 1 225 
1 3 3 200 
4 7 : 175 
1 2 2 125 
3 3 1 
3 4 2 150 
4 12 3 265 
1 2 1 200 
3 6 3 150 
1 1 1 
2 4 3 200 
2 5 3 150 
4 8 3 195 
5 7 3 195 
3 175 
5 12 3 80 
19 : 210 
23 3 
3 7 3 
3 300 
3 in) 3 200 
3 246 
2 2 1 250 
1 3 2 225 
3 200 
1 1 1 225 
180 
157 
6 18 3 
6 ll 1 415 
2 4 2 240 
l 3 3 300 
1 2 2 150 
11 Is 3 100 
1 2 2 250 
2 6 3 125 
1 3 3 210 
7 14 3 50 
4 9 3 150 
6 12 3 ‘imi 
3 3 1 250 
2 2 1 195 
2 225 
1 3 3 225 
3 6 3 haa 
2 5 ‘ 220 
1 3 3 225 
1 1 1 260 
2% 22 3 233 
S 7 3 175 
2 8 i 150 
2 6 3 350 
5 13 3 
3 
225 
6 18 3 oe 
3 6 3 150 
1 1 1 150 
l 1 1 800 
2 1 225 
10 20 3 75 
3 7 3 250 
? 2 2 200 
1 3 1 325 
1 1 1 290 
1 3 3 250 
4 7 3 285 
2 5 3 305 
9 15 3 100 


‘Numerical and other ‘references will be found on n pages 556 through 559. 
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8. INTERNAL MEDICINE—Continued 


Name of Hospital Location 

St. Joseph's Infirmary 1!-8.............. Atlanta, Ga. 
Veterans Admin. Hospital '-3........... Atlanta, Ga 
Medical College of Georgia Hospitals 

Emory University Hospital Emory Ga. 
Memorial Hospital of ‘hatham Savannah, Ga. 


Northwestern University Medical Center 1 


University of Illinois Researeh and Educational Hospitals '-8... Chicago 
Veterans Admin. West Side Hospital '-3.......0..........0000000- ‘hicago 


Indiana University Medical Center Indianapolis 
lowa Methodist Hospital Des Moines, lowa 
State University of lowa Hospitals | cheek owa City 
Veterans Admin. Hospita] Iowa City 
University of Kansas ( Kansas City, Kan. 
Veterans Admin. Hospital Louisville, Ky. 
Charity Hospital ty L ouisiana 
Confederate Memorial Medical Center Shreveport, La. 
Central Maine General Hospital !....................05. Lewiston, Maine 
Maryland General Hospital Zaltimore 
Prince George's General Hospital Cheverly, Md. 
Veterans Admin. Hospital Fort Howard, Md. 
Veterans Admin. Hospital 1-3-15®,..................... Perry Point, Md. 
Boston 
New Bnmiand Deaconess Bospital Boston 
Veterans Admin. Hospital 1-®.................005- West Roxbury, Mass. 
Veterans Admin. Hospital Boston (Jamaiea Plain) 


( 


J. 


“be 
R. 


Chief of Service 


D. Gr 


B. Log 


ly 
« 44h. 


Akenhe 


Chess 


R. Colwell 
. Borden 


A. ‘ampbell 


E. Andrews 


Gardberg 


. M. Hurxthal-F. N. Allan... 


te te ty 


= 


wis Wit bo or 


Anestheties 


108 


First Year 


—-— Residencies 


~ 


~ 


~ 


ww 


woe 


— 


Offered 


Total 


Residencies 
Offered 


Length of Ap- 


woe proved Pro- 


gram (Years) 


mr 


mm 


own w 


we 


58 
112 


Numerical and other references will be found on pages 556 through 559. 


— 


z 
=| 
ass 
Ec 
2,512 3 270 
430 16 20M) 
308 10 oO) 
1,162 35 2 
3,479 14 935 
HEM eGoldrick, Jr. ......... 1,193 6S 3 350 
873 36 100 
? 633 9? 3 225 
1.610 161 6 115 
? 62 12 9 200 
R. Levine 3,903 15 100 
3,397 127 6 125 
P 149 7 125 
a7 
19” 6 225 
J. 134 12 125 
A. 1105 4) 2 200) 
1,632 17 2 300 
3,734 123 12 125 
3.086 72 3 150 
W. Adams $460 143 24 200 
H 130 | 20 
3,578 141 | 45 
5,202 144 3 225 
2 066 15S y 165 
3,962 106 6 278 
A. L. Jenks, Jr 3,018 106 3 175 
Jj 300 12 
\ 3,322 167 23 140 
\ 1,817 lo 11 
I ? 359 LOD 24 125 
? 331 131 
B 71 275 
J 3.184 33 225 
1,388 112 con 
\ - 3,226 21S Is 
G. 3.610 37 Is 100 
1,171 43 200 
1,721 53 220 
1,406 225 
23 43 275 
756 65 200 
717 180 
3,157 19 75 
| 1.824 13] 3 ats 
S. Goldgraben 1,127 4 3 
H. L. Blumeart 3,159 146 14 3 a 
i0 3 
W. B 3,427 310 
N. A. Welch....... 61 150 
Lio 3 125 
1,480 4] 20 200) 
61 20 250 
1,644 61 21 100 
I ©. Batev...... 3.954 L125 13 175 
( S| 3,008 195 31 25 
s 2,549 100 6 125 
1,147 97 3 160 
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8. INTERNAL MEDICINE—Continued 


Name Hospital Location 
Mount Auburn Hospital . Cambridge, Mass. 
Lawrence F. Quigley Metoria Hospital 4-8,...... Chelsea, Mass. 
Truesdale Hospital ... Fall River, Mass. 
Newton- Wellesley Hospital Newton Lower Falls, Mass. 
Quincey City Hospital nds . Quincy, Mass. 
Memorial Hospital 1-3............. Worcester, Mass. 
Joseph Mercy Hospital.............cccccccvcccccees Ann Arbor, Mich. 
Wayne County Ee Hospital and Infirmary '-8......... Eloise, Mich. 
Flint, Mich. 
Blodgett Memorial Hospital '-8..................... Grand Rapids, Mich. 
Grand Rapids, Mich. 
Highland Park General Hospital ?................. Highland Park, Mich. 
Bronson Methodist Hospital *......................... Kalamazoo, Mich. 
Edward W. Sparrow Hospital...................ccceceeees Lansing, Mich. 
Lansing, Mich. 
St. Joseph Mercy Hospital Pontiac, Mich. 
William Beaumont Hospital 4-3....................0008- Royal Oak, Mich. 

St. P 
me. County Hospital 1-8... Clayton, Mo. 
University of Missouri Medical Center Columbia, Mo. 
Kansas City General Hospital No. 1.................. Kansas City, Mo. 
Homer G. Phillips Hospital ... St. Louis 
.. St. Louis 
St. Louis 


Montana Deaconess Hospital Great Falls, Mont. 
Lineoln, Neb. 
Of Nebraska Hospital Omaha 


Medical School AMilinted Hospitals 


Hiteheock Memorial Hospit Hanover, N. H. 
Admin. Hospital White River Jet., Vt. 
Atlantie City Hospital Atlantie City, N. J. 
Veterans Admin. East Orange, N. J. 
Mountainside Hospital Montelair, N. J. 
Morristown Memorial Hospital Morristown, N. J. 
Burlington County Hospital !1-*........................ Mt. Holly, N. J. 
Harrison S. Martland ‘enter Newark, N. JJ. 
Newark Newark, N. J. 

St. Peter's General Hospital New Brunswick, N. J. 
Bergen Pines Co: unty Paramus, N. J. 
Trenton, N. J. 
Bataan Memoria! Methodist Hospital 1-4.......... Albuquerque, N. Mex. 
Bernalillo County-Indian Hospital Albuquerque, N. Mex. 
Veterans Admin. Hospital * Albuquerque, N. Mex. 


Numerical and other references will be found on pages 556 through 559. 


Length of Ap- 
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Beginning 


Inpatients 
First Year 
— Residencie~ 
Residencies 
Offered 
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(Month) 
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> Autopsies 
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— 


alan 
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M. P. P. Wright.. 


B. Kinsella, 


~ 


Site KN 


= 


. Dillingham, Jr. ......... 


SUN 


500 
Chiet ot Service 
sens 1,377 52 
2 668 200 
‘pe 3,402 189 
110 275 
as 8,802 2x0) 22 
3,527 230 17 3 316 
2,489 94 3 3 325 
2 628 121 3 275 
2 474 14s 6 300 
2,203 83 3 260 
12,415 219 3 300 
3,150 M4 3 B25 Vv l 
1,903 Hu 3 345 
2164 79 ? 200) 
ons 2,113 146 14 18h 
3,370 73 ] 3 225) 
4,048 3 7 2) 
3,454 144 4 
6,029 23 25 50 
4,393 y 2K) 
3,034 320 24 
P. O. Hagemann..... Laer 2500) 
1,561 91 975 
5,426 136 210 
J. L. Grant 
W. B. Stewart.... 360 137 3 
244 123 3 200) 
H. A. Weiner.. 1,460 r 17 
T. J. White. yy 7,282 lw | 108 
F. Turner 3,035 3 
F. C. Bowers. 5,0?) 110 
1.405 77 
J. Levin 3,714 146 162 
N. A. Antonius.... ATO 165 
J. Sandella ..... Ter 1,675 tis 175 
R. R. Chamberlain 2,711 150 
S. F. Alexander............ 1 650) 168 
J. F. Pessel 2314 144 150 
2 O04 115 210) 
1,740 “4 10 3 
3,306 208 19 3 160 
lg. 3,179 i79 10 3 
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a 
<3 
tle te aac 
SE “SE sEE 
Ss = Gas 
Name of Hospital Location Chief of Service > < S 
Veterans Admin. Hospital 1-8. Bath, N. Y. 2,203 3 3 2 
Binghamton City Hospital Binghamton, N. Y. M. H. 4,263 105 2 4 3 150 
Brooklyn Hospital 8-29-45. Brooklyn, N. Y. 1,938 4 3 175 
Cumberland Hospital Brooklyn, 1,651 79 2 6 3 104 
Jewish Chronic Disease Hospital Brooklyn, N. Y. 1,558 10 22 3 175 
Kings County Hospital 
Long Island College Hospital Brooklyn, N. Y. 819 20 2 5 3 156 
Lutheran Medical Center 1-3... Brooklyn, N. Y. 1,257 39 1 3 3 135 
rer rr Brooklyn, N. Y. 3,189 110 8 13 3 75 
St. John’s Episcopal Hospital Brooklyn, N. Y. 1,633 38 1 2 3 175 
Brooklyn, N. Y. 743 24 1 2 1 200 
Allied Hospitals of The OF Buffalo 5.406 126 2 6 3 235 
Buffalo General Hospital Buffalo 5,033 203 7 9 3 175 
Edward J. Mey Memorial Hospital Buffalo 4,309 149 6 20 3 248 
Clifton Springs Sanitarium ( ‘linie PTT Clifton Springs, N. Y 2,302 40 1 3 3 150 
Mary Imogene Bassett Hospital a OE ae Cooperstown, N. Y. E. D. Thomas........-+6+000+: 1,120 35 3 5 3 150 
Elmhurst General Hospital Elmhurst, N. Y. H 3,459 100 4 12 3 104 
Flushing Hospital and Dispensary Flushing. ae 1,781 69 1 3 3 175 
errr Hempstead, N. Y. A. W. "Freireich 2,113 190 4 2 3 225 
Mary Immaculate Hospital Jamaica, N. Y. 1,531 37 2 2 1 160 
Charles S. Wilson Memoria Johnson City, N. Y. 4,557 78 3 6 2 225 
North Shore Manhasset, N. Y. 1,124 59 2 4 2 200 
Mount Vernon Hospital Mount Vernon, N. Y¥. 1,748 74 1 2 2 200 
Long Island Jewish Hospital New Hyde Park, N. Y. 1,863 2 4 3 75 
New Rochelle Hospital 1-3. New Rochelle, N. Y. dan 3,155 81 1 3 3 225 
Bellevue Hospital Center — 
Div. I—Columbia University '-%........cccccccccccssecs New York City D. W. Richards................ 1,390 7 7 13 3 105 
Div. II—Cornell University 1-3-19-258, , New York City 1,364 71 6 13 3 105 
Div. I1l—New York University College of Medicine..... New York City W.S. Tillett 2,150 16 3 115 
Div. [1V—New York University Post-Graduate Medical 
EAS New York City C. F. Wilkinson, Jr. .......... 1,573 58 10 30 3 105 
Beth Israel New York City A. M. 2,198 66 3 9 3 140 
Bronx Municipal Hospital New York City 2,053 188 12 24 3 105 
42nd Street Beth David New York City 1,191 35 1 1 1 125 
Praneis Delafield Hospital New York City R. 480 75 4 8 3 105 
Goldwater Memorial Hospital 
( a University and Research Div ee New York City Y. Kneeland, Jr.-D. Seegal.... 191 he 4 4 1 157 
rk University New York City M. 41 4 ll 1 104 
Hospital for Joint Diseases 1-3. New York City M. L. GRY 2 3 2 80 
New York City = 2850 74 2 4 3 125 
New York City H. L. Frosch-S. Weiskopf.... 2,261 62 1 1 1 100 
yee dices New York City E. A. Lawrence- 
. E. de la Chapelle......... 2,340 65 4 7 3 180 
Memorial Center for Cancer and Allied Diseases 1-3-15,... New York City R 0 RR Serres 1,552 201 12 24 3 150 
New York City SUS 31 1 2 1 100 
New York City 3,916 168 18 31 3 187 
New York City A. P. Met 657 14 1 2 1 175 
New York Medical College— Metropolitan Medical Center 
Bird S. Coler Memorial Hospital and Home 2,738 106 25 51 2 157 
Flower and Fifth Avenue Hospita 1,461 4 5 3 
New York Polyclinic Medical School and Hospital '-8... New York City 1,280 2 1 3 3 125 
New York University— Bellevue Medical Center 
New York City A. J. Antenueci-J. M. Freston. 2,651 6 12 3 133 
St. Barnabas Hospital for Chronie Diseases 4-8,......... New York City "Se fer 853 32 2 4 2 75 
New York City 2 506 41 1 3 3 200 
New York City 1,844 46 2 4 3 125 
New York City 4,129 194 6 13 3 125 
New York City Appelbaum 902 16 2 3 1 105 
Veterans Admin. Hospital New York City (Bronx) J. Ww 5,395 250 l4 42 3 
dane Port Chester, N. Y. N. 1,843 18 2 2 1 200 
COTE CET Rochester, N. Y. d. Holler 1,424 9 2 5 225 
Genera: Moavital Rochester, N. Y. 2,295 155 3 9 3 125 
Rochester, N. Y 2,887 186 1 3 3 200 
Strong Memorial-Rochester Municipal Hospitals '~*.... Rochester, N. Y. er 4,550 12 26 3 117 
State University of New York Upstate Medieal Center 
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8. INTERNAL MEDICINE—(Continued) 
one 
sf SSE 285 
Name of Hospital Loeation Chief of Service < BES SEO aw 
White Plains. E. W. Weber........... 1,403 43 1 3 3 175 
North Carolina Hospital Chapel Hill, N. C. 1,364 D4 7 3 16 
Charlotte Memorial Hospital Charlotte, N. C. 2,468 80 3 3 250 
Veterans Admin. Hospital Durham, N. ©. 2,103 75 os ] 
Raleigh, N. C. T. L. U 3,478 60 1 1 350 
Memorial Hospital Winston-Salem, N. 8,822 100 1 3 3 300 
North Carolina Baptist Winston-Salem, N. C. E. H. Tous, 4,505 67 11 3 125 
Bismarek, N. Dak. 1,575 41 2 2 1 300 
‘Akron 05 Akron, Ohio A. P. 4,418 178 2 6 3 250) 
Canton, Ohio ©), WOOT 2 004 81 2 6 3 200) 
Cincinnati 1,362 a7 1 3 1 200 
University of Cincinnati ¢ se gO oft Medicine Hospital Group 
Good Samaritan Hospital Cincinnati 2 47 2 6 3 2M) 
Cincinnati cn 708 27 2 4 3 250) 
City Cleveland ©. R. Rammelkamp, 1,619 155 10 3 162.50 
Highland View-Cuyahoga County Cleveland 950 5 1 190 
Cleveland 3,589 83 2 4 2 250) 
St. Vincent ¢ ‘harity Hospital Clevelane 3,746 114 4 3 210 
Veterans Admin. Hospital] 1-3-20-897-308, Clevelan« P. 3,371 166 7 14 3 
Ohio State University Hospitals 
University Hospital Columbus, Ohio ss 3,764 204 6 3 177 
White Cross Hospital Ohio 2.27% 52 2 4 3 290 
Garfield Heivhts, Ohio A. 3,962 60 2 2 200) 
Lakewood, Ohio J. 2,200 9 3 7 3 200 
Maumee Valley Hospital og, Toledo. Ohio 1,400 79 2 5 3 210 
Toledo, Ohio A. 4,461 106 1 3 3 275 
Youngstown, Ohio P. cox 192 2? 3 2 300 
University of Oklahoma Medical Center 
Veterans Admin. Oklahoma City J. F. Hammarsten............ 2,432 110 6 16 3 
Oklahoma City W. W. Ru 1,439 1 1 1 
sew Tulsa, Okla. 3,062 re) 2 4 2 175 
ep Portland, Ore. G. R. Met 3,675 1 3 3 275 
University of Oregon Medicsi School Hospitals 
Portland, Ore. ? 666 130 7 WW 3 
Abington Memorial Hospital Abington, Pa. J. T. eee, 1,695 3 3 150 
Allentown, Pa. 245 123 1 3 3 225 
Bethlehem. Pa. ? 671 131 ? ? 3 275 
Geo. F. Geisinger Memorial Danville, Pa. W. J. 2,494 78 3 3 175 
Erie, P J.B. Tredway 3,542 73 1 1 2 225 
Harrisburg Polyclinie Harrisburg, Pa. 2,914 14% 2 4 3 300 
Albert Einstein Medieal Center 
Northern Division rer acte Iphia Giouley 2,927 122 6 14 3 10 
Germantown Dispensary and Hospital Philadelphia keke 2,350 124 3 175 
Graduate Hospital of the University of Pennsylvania 1-4... Philadelphia si Ms Levkdusahececes 1,344 av 3 ti 3 100 
Hahnemann Medical College and Hospital *hiladelphia 779 36 4 3 
Hospital of the University of Pennsylvania *hiladelphia 5,171 45 3 
Hospital of the Woman’ s Medical College 
Jefferson Medical ( college *hiladelphia 4,277 117 20 3 100 
TET Philadelphia F. L. Hartmann-E. L. Bortz 2 604 x1 2 4 2 20) 
Methodist Episcopal Hospital Philadelphia Robertson 1,658 2 2 1 150 
nee ed es Philadelphia dss 2,908 168 11 11 3 20 
Philadelphia General Hospitai ore Philadelphia C. M. 5,745 593 6 18 3 121 
Health Center on of the University of Pittsburgh 
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8. INTERNAL MEDICINE—Continued 
— 
=: s Ete FES 
Name of Hospital Location Chief of Service 
Pittsburgh J. M. Johnston......... 1,278 13 3 3 235 
St. Francis General Hospital 
Pittsburgh 2496 105 1 3 3 200 
Veterans Admin. Hospital 2-2... Pittsburgh A, és 2,224 174 8 18 3 wis 
Whees-parre General Wilkes- Pa. 65 1 1 1 225 
Newport, R. I. H. W. Brownell..... 6,004 1 1 es 200 
Rhode Island Hoapital Providence, R. I. 3,687 230 5 9 3 100) 
Veterans Admin. Hospital 27%... Providence, R. I 1,931 sl 2 4 2 war 
Medical College of South Carolina 
Teaching Bospitals Charleston, 8. C. 2,326 7 12 3 137 
Columbia Hospital of Richland County Columbia, 8S. C, 4,521 79 2 2 1 175 
Baroness Erlanger Hospital .. Chattanooga, Tenn. 4,710 142 4 7 3 295 
Memorial Chattanooga, Tenn. 2,242 39 2 2 1 250 
ary’s Memorial Hospital Knoxville, Tenn. 4,074 72 2 4 2 250 
ity of Memphis Hospi Memphis, Tenn 2,772 310 6 17 3 125 
Memphis, Tenn 3,58 72 1 3 3 250 
George W. Hubbard Hospital Nashville, Tenn 1,171 63 2 5 3 125 
Oak Ridge Institute of Nue lear Oak Ridge, Tenn. 302 2 1 167 
Baylor U sd Dallas, Texas 5,824 158 2 6 3 160 
University of Medical Branch Hospitals #-8..... Galveston, Texas F, 3,192 157 8 20 3 160 
Baylor University College of Medicine Affiliated Hospitals 
Veterans Admin. Hospital 2-9... Texas 4,511 235 7 3 
University of Texas Postgraduate Medical School Affiliated ex 3 
St. Luke's Episeopal Hospital Texas P. V. Ledbetter..... Tor 1,941 32 3 3 2) 
University of Texas M. D. Anderson Hospital 
Veterans Admin. Hospital Mckinney, Texas sas 1,507 74 4 3 
Robert Bo Green Memorial Hospitai San Antonio, Texas L. 932 99 1 2 2 
Seott and White Temple, Texas J. ¢ “Rodarte »,626 » 2 6 3 300 
Thomas D. Dee Memorial Hospital Ogden, Utah 2.s11 2 2 300 
Dr. W. H. Groves Latter-Day Saints Hospital #-8....... Salt Lake City A. 3,641 100 1 3 3 225 
Salt Lake County General Hospital Salt Lake City 927 2 19 
Veterans Admin. Hospital (12th Avenue) 3.............. Salt Lake City 1,277 76 4 7 
University of Vermont Affiliated Hospitals 
De Goesbriand Memorial Burlington, Vt. 1,645 44 1 2 2 
Burlington, Vt. 1,656 M4 3 6 2 100 
University of Virginia Hospital Cc Va. 2.731 x? 8 3 
Chesapeake and Ohio Hospital Clifton Forge, Va. S48 37 4 4 1 2K) 
Norfolk General Hospital Norfolk, Va. M. W hitehill 2 RAS 101 2 4 3 125 
Medical College of Virginia ~ Hospital Division 1-3-8738... Riehmond, Va. 4,772 192 10 19 3 75 
King County Hospital Unit No. 1, (Harborview) ?.............. Seattle 4.803 345 12 24 125 
Charleston General Hospital Charleston, W. Va. OF. 2 B07 ? 3 225 
ewan Charleston, W. Va. P. A. Tuckw ‘iller 338 67 1 3 3 250 
Chesapeake and Dato Hospital Huntington, W. Va W. E. 2.416 4 1 200) 
Onio Valley General Hospital Wheeling, W. Va. 3,528 70 3 3 300 
La Crosse, Wis. 2,756 39 1 2 300 
Veterans Admin. Hospital Milwaukee (Wood), Wis. 4,587 244 6 20 3 
Bay Bayamon, P. R. 1,213 62 1 3 3 250 
San Juan, P. R. R. 8. Diaz 1,049 57 4 12 3 300 
Veterans Admin. Hospital 2-8. San Juan, P. R. 1,948 28 2 5 3 
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9. MALIGNANT DISEASES 


Residency programs in bg following hospitals have been approved for ONE year of training 
by the Council on Medical Education and Hospitals. 


7; Assistant Residencies and Residencies, 25 2 3 3. 
= a & oe 
Name of Hospital Location Chief of Service at Ses 
New York c ity Te 63? 132 6 187 
University of Texas M. D. Anderson Hospital 
10. NEUROLOGICAL SURGERY 
Residency programs in the following hospitals have been approved hy the Council and the Amcrican Board 
of Neurological Surgery, through pF Residency Review Committee for Neurological Surgery, as offering 
eptable training in the specialty. s 
Hospitals, “108 : vassistant Residencies and Residencies, 349 
UNITED STATES ARMY 
NONFEDERAL AND VETERANS ADMINISTRATION 
University Hospital and Hillman Birmingham, Ala. J. G. 1,001 33 2 108 
Veterans Admin. Hospital Long Beach, Calif. J. D. 312 7 1 3 
Collis P. and Howard 
Huntington Memorial Hospital '-*.................... Pasadena, Calif E. B. Dewey-C. H. Shelden.... 448 r 1 2? 4 240 
Veterans Admin. Hospital San Francisco ©. W. Jones, 163 2 
New Haven-Hartford, Conn. W. J. German-W. B. Scoville. 1,788 7 4 
mory University Hospital University, Ga. 327 1 4 4 235 
Loyola University (Stritch School of Medicine) 
Institute) 
University of Illinois Iustitute 3-8) Chieago 673 29 ] 6 4 125 
State University of lowa Hospitai lowa City 28 3 4 160 
University of Kansas Medical Center '-8............... Kansas City, Kan. a . ne 439 12 1 4 4 125 
Louisville General Hospital Louisville, Ky. 645 $2 1 3 aS 
Charity Hospital of Louisana 
Oehaner Foundation Hospital New Orleans 31y 11 4 4 225 
Surgery 
ew England Center Hospital S0ston Bb. 26 1 4 4 100 
ode Detroit 414 2 2 5 4 225 
University of Minnesota Hospitals Minneapolis 13 1 6 4 185 
Dartmouth Medical Affiliated | re 67s 27 1 4 4 
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10. NEUROLOGICAL SURGERY—Continued 
$32 
= S55 BEE 
a2 3 Bie 
Name of Hospital Location Chief of Service S 
Albany Hospital '!-8................. Albany, N. Y 999 46 ] 3 
Kings County Hospital 
Bellevue Hospital Center 
Di , York University Post-Graduate 
Bronx Municipal Hospital New York City 178 23 1 3 és 
new York City 725 97 6 9 4 
New York City G. Gutierrez-Mahoney..... 23 1 4 3 
Veterans Admin. Hospital w York City (Bronx) 2G] 32 1 4 4 
Strong Memorial—Rochester Municipal Rochester, N. Y. reer 385 2 4 
North Carolina Baptist Hospital Winston-Salem, N. C. 659 41 1 3 4 
University of ineinnati College of Hospital Group 4 
University of Oklahoma Hospitals 1-3................... Oklahoma City 230 17 2 4 
University of Oregon School Affiliated Hospitala j§- oe 4 
University of Oregon Medical School Hospitals and 
Graduate Hospital of The University of Pennsylvania Philadelphia 24 4 
Hahnemann Medieal College and Hospital Philadelphia 414 15 1 1 3 
Hospital of the University of Pennsyvania Philadelphia 376 1 4 4 
Jefferson Medical College Hospital ad Philadelphia 1,073 27 1 2 4 
Health Center Hospitals of The University of Pittsburgh 
Presbyterian Hospital and Woman's Hospital.............. Pittsburgh 1,488 1 4 
Wurversity of Tennessee Medical Center Hospitals ba 4 
Vanderbilt University Hospital Nashville, Tenn 676 7 4 4 
University of Texas Medical Branch Hospitals Galveston, Texas 3 4 
Baylor University College ot Medicine Affiliated Hospitals 4 
Jefferson Davis Hospital Houston, Texas rer 193 lo l 3 
Veterans Admin. Hospital Houston, Texas 309 28 3 5 
University of Virginia Hospital !-*................ Charlottesville, Va. W. S19 6 ] 4 
Medical College of Virginia—Hospital Division !-8...... Richmond, Va. J. Meredith 39 1 4 4 
King County Hospital Unit No. 1 (Harborview) !.............. Seattle $13 52 4 
ll. NEUROLOGY 
Residency programs in the following hospitals have been approved for THREE years of traiiiug by the 
Council and the American Board of Psychiatry and Neurology, through the Residency Review Committee for 
Psychiatry and Neurology. (Applicants intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc. should refer to the Board requirements that the candidate have had at least 
two of the three years of his training in a program or programs approved at the two or three year level.) 
Hospitals, 67; Assistant Residencies and Residencies, 29! 
2 
@ 
ZF 
Name of Hospital Loeation Chiet of Service 
UNITED STATES ARMY 
NONFEDERAL AND VETERANS ADMINISTRATION 
University of Colorado Medie aul Center 
Grace-New Haven © Hospital New Haven, Conn, 500 1 3 
Georgetown University Hospital Washington, D. ¢ 162 3 1 3 
Veterans Admin. Hospital Washington, D. C base 319 3 2 4 
Jackson Memorial Hospital Miami, Fla. P 2 5 
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11. NEUROLOGY —Continued 


Name of Hospital Location 

Northwestern University Medical Center 1-3-3585) Chieago 

Chicago Wesley Memorial Hospital Chicago 
University of Illinois Neuropsychiatric Chicago 
Hines, 
Indiana University Affiliated Hospitals 

Indiana University Medical Center Hospital Indianapolis 
State University of lowa Hospitals lowa City 
University of Kansas Medical Center 1-3............... Kansas City, Kan 

University of Louisville Affiliated Hospitals 

Charity Hospital of Louisiana 

Veterans Admin. Hospital Boston a Plain) 
University of Minnesota Hospitals 

Minneapolis General Hospital Minneapolis 

Kings County Hospital 

Bellevue Hospital Center 

Div. Cornell University 1-3-26°.......... New York City 

Div. ~-New York University College of Medicine... New York City 
Bronx Municipal Hospital New York City 
Presbyterian Hospital 2. New York City 
Admin. Hospital New York City (Bronx) 

North Carolina Bap tist Hospitai Winston-Salem, N. ©. 
Univ ersity of Cincinnati College of * Yedicine Hospital Group 

Hospital of the University of Pennsylv Philadelphia 
Jefferson Medical College Hospital Philadelphia 
Philadelphia General Hospital Philadelphia 
Baylor University College of Medicine Affiliated Hospitals......... eed 

University of Washington Affiliated Hospitals 

King County Hospital U nit, No. 1 Seattle 


3 

a 
2% 
Ss 
Chief of Service Se. 

Inel 
43 
1740 
734 
Inel. 
A Omnsteen 1,213 


n Int. 


n Int. 


in Psychiatry 2 


Autopsies 


be ‘ 
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4 44 


Med. 


Med. 
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wre 


Residency programs in the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 


and Neurology. 


(Applicants intending to qualify for examination by the American Board of Psychiatry and 


Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training in a program or programs approved at the two or three year level.) 


Hospitals, 18; Assistant Residencies and Residencies, 33 


Name of Hospital Location 


UNITED STATES NAVY 


NONFEDERAL AND VETERANS ADMINISTRATION 
University of Alabama Medic al Center 

University Hospital pe Hillman Clinie 4-3,......... Birmingham, Ala 

Veterans Admin. see San Francisco 
BMospital West Haven, Conn 
District of Columbia General Washington, D. C. 
Charity Hospital of Louisian: 

Ohio State University Hospitals 

Columbus, Ohio 
University of Oregon Medical School Hospitals 

University ot Vermont Affiliated 

University of Virginia Hospital PET . Charlottesville, Va. 


Chief of Service Ec 
hd 
138 
532 
139 
W. O. Klingman.................... 


Numerical and other references will be found on pages 556 through 559. 
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ll. NEUROLOGY—Continued 


Residency programs in the following hospitals have been approved for ONE year of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants intending to qualify for examination by the American Board of Psychiatry and 

refer to the Board requirements that the candidate have had at least two of the thr 
years of his training in a program or programs approved at the two or three year level.) 


Neurology, Inc., should 
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Hospitals, 26; Assistant Residencies and Residencies, 53 


Name of Hospital Location 
UNITED ARMY 
Letterman Army Hospital '-3....... STEREO 


UNITED STATES NAVY 


UNITED STATES PUBLIC HEALTH SERVICE 
National Institutes of Health-Clinieal Center 1-3,......... Bethesda, Ma. 
NONFEDERAL AND VETERANS ADMINISTRATION 
Jewish Chronie Disease Hospital Brooklyn, N. Y 
Edward J. Meyer Memorial Hospital Buffalo 
Meinorial Hospit 
ew York University) Division New York City 
New York Medical College Metropolitan Medical Center 
Veterans Admin. Hospital '-3............... New York City (Manhattan) 


Graduate Hospital of the University of Pennsylvania 1-8.) Philadelphia 
Medical College of So. Carolina Teaching Hospitals '. Charleston, S. Car 
University of Texas Medieal Branch Hospitals '%..... Galveston, Texas 


| 


5. A. 
J. 
M. 
M. N. 


12. OBSTETRICS AND GYNECOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American 
of Obstetrics and Gynecology, as offering acceptable training in the specialty. 
Hospitals, 483; Assistant Residencies and Residencies, 3,436 


Name of Hospital Location 


UNITED STATES ARMY 
Letterman Army Hospital 


William Beaumont Army Hospital.. El Paso, Texas 
Madigan Army Hospital Tacoma, Wash 


UNITED wwe NAVY 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 


NONFEDERAL AND ERANS ADMINISTRATION 
Carraway Methodist Hospital *-*..........c.ccccecces Birmingham, Ala 


University of Alabama Medical Center 
University Hospital and Hillman Clinie 


Birmingham, Ala 

County General BMoapital Phoenix, Ariz 
Berm County General Hospital Bakersfield, Calil 
San Joaquin General Hospital Freneh Camp, Cali! 
General Hospital of Fresno County '-3..............--008: Fresno, Calif. 
Glendale Sanitarium and Hospital Glendale, Calif 
Cedars of Lebanon Hospital Los Angeles 
Hospital of the Good Samaritan 4...... pecevensenceseacesess Los Angeles 


L. K 


‘Numerical and other references. will be found on pages 556 through 559. 
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150 
100 


(Month) 


r) 
APPROVED | 
M. Shy 195 ? 7 
L. B. Mann 3 
; + l7 | 
B. H. Smith.. 245 
\ Bell see ’ ] 
lL. Tarloy 2 
D. Philpot Ab 12 4 
Gotten l 12d 
Chief of Servies 
J. H. Smith OBG 7 , 
J Simipsot OBG 3121 ° 
1. J. Young OBG 343 Is 
J. P. Moran OBG » 277 
R. A. Christenson OBG 6 
NI \ Godinez ORG lo dol eee 
R B. Greenman, OBG | / one 
H. J. Hunter OBG 746 eas 
D. A. Callagran ) 3 
©. 'T. West 1 295 
P. Windrow 800 
R. Jennett Weil 300 
W. Brown 3.290 150 
R. Wilkening........ S48 325 
KE. Younye OY 175 
1,488 20) 
H Tieche 300 
J. B. Brown.... 655 
L. BR. Hil.. 3,369 235 
Gi. W. Hewitt 
4 27d 
3,448 225 
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12. OBSTETRICS AND GYNECOLOGY—Continued 


a 
23 2 Fes Se ass 
Name ot Hospital Location Chief of Service =e Ze ete ste 
Kaiser Foundation Vel Los Angeles OBG 624 1 3 9 3 225 
Presbyterian Los Angeles R. R. Herren- 
OBG 2 815 3 200 
8-6, Los Angeles OBG 2 46 3 1 4 3 150 
Highland-Alameda County Hospital Oakland, alif. OBG 3,861 8 6 3 200 
Kaiser Foundation Hospital Oakland, Calif. OBG 4,061 fi 3 9 3 265 
eee San Diego, Calif. OBG 6547 1 1 4 3 20) 
San Diego County General . San Diego, Calif. Be BOM 1,252 4 2 2 175 
( ‘hildren’ ere San Francisco OBG 2,751 7 2 4 3 150 
St. Francis Memorial Hospital San Franeiseo OBG 2.445 1 3 3 1 400 
err rer San Francisco OBG 1,836 1 3 2 200 
San Francisco Hospital 
University of California Service San Franciseo OBG 1,425 9 3 1 195 
San Francisco Hospital-Stantord University Service 1-3, San Francisco 1,421 17 1 3 195 
Beamtora University San Franeciseo C. E. Me 623 2 1] 
University of California Hospital Franciseo OBG 2 394 5 92 9 3 210 
Bridgeport Bridgeport, Conn. OB 3,236 1 9 1 240 
Harttord Hartford, Conn. L. F. Middlebrook...... OBG 8558 1 3 3 10) 
Britain General Hospiiai New Britain, Conn. OBG 3,112 1 3 3 210 
Grace-New Haven Community Hospital *-*.......... New Haven, Conn. CO. L. Buxton: 
New Haven, Conn. E. Johnson........... OBG 4,004 3 2 5 3 150 
Lawrence and Memorial New Conn. OBG 2.772 3 : 1 250 
Norwalk, Conn. OB 2 392 3 1 1 1 195 
Columbia Hospital ae Women and 
Washington, D. © S. W. Hawken- 
OBG 7.415 8 4 3 150 
District of Columbia General Hospital Washington, D. J. Parks-A. . OBG 8,081 3 8 8 23% 
Georgetown University Hospital Washington, D. A. A. Marchetti. OBG 4,890 2 3 7 3 175 
George Washington University Hospital ?-3.......... Washington D. ©. 0 Perr OBG 6462 10 2 5 3 150 
Washington Hospital Center 
Garfield Memorial Hospital] 1-...................02. Washington, D ©. W. D. Terrell- 
H. P. Ramsey......... OBG 4,528 3 25 
D. M. Baldwin........ OBG 2,582 3 9 { 3 150 
Jacksonville, Fla. R. W. McDowell......... OBG 3,288 ] 2 4 325, 
Jacksonville, Fla. E. F. MeCall- 
A eer OBG 5,281 2 2 6 3 995 
Miami, Fla. Bh. OBG 7,651 12 5 13 3 75 
Mount Sinai of Greater Miami 1-%.......... Miami Beach, Fla. OBG 1,308 3 1 9? 250 
Miami Beach, Fla. J. A. Heffernan......... OBG 2 502 ws 1 1 200) 
OBG 4,207 3 3 3 325 
Tampa, Fla. C. G. Rorebeeck..... 2.789 20 3 3 2A0 
Crawtord W. Long Memorial Atlanta, Ga. OBG 8,056 5 9 3 IR) 
Atlanta, Ga. OBG 5,814 2? 3 6 3 B05 
Memorial ot Mmatham Oounty 2-9. Savannah, Ga. M. M. Schneider......... OBG 873 2 350 
H B OB 1,129 3 1] ] 150 
OBG 26,389 2g 19 3 10) 
Frank Cuneo Memorial Chieago A. Daro-H. O. Maryan... OBG 2.144 ] 1 150 
Chicago J. P. Fitz-Gibbons...... OBG 2,089 2 3 9 225 
Hospital of St. De Padua Chicago J. J. OB 1,779 2 2 250 
Lutheran Home and Hospital Chicago OB 1,503 ] 2 9 ] 200) 
Northwestern University Medical Center 
Chicago Wesley Memorial Hospital ‘hieago OBG 3,156 2 7 3 125 
Evanston, II. D. N. OBG 2,921 2 1 3 3 225 
‘hieago OBG 2.761 4 3 7 3 125 
Proviaent Hospital Chicago R. C. Stepto OBG 3,211 21 2 3 200 
Joseph Hospital '-8........ Chicago OBG 1,927 1 é 3 300 
ses Chicago G. L. Rosene...... 1,939 2 2 1 200 
University of Chile OBG 5,370 17 14 23 3 200 
Chicago Lying- Hospital and Dispensary............- Chicago 


Numerical and d other references will be found on pages 556 through 559. 
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12. OBSTETRICS AND GYNECOLOGY—Continued 


a - 
“2% 
Name of Hospital Location Chief of Service =e see wis 
University of Research and Educational Hospitals 1-3... Chiearo OBG 3,782 10 4 10 3 125 
Little Company Evergreen Park, Ill. FE. Lawler- 
W. T. Cariisle..... 6456 3 9 3 175 
Methodist Hospital of Peoria, Hl. OB 3,363 1 2 l 200 
Indiana University Medical Cen ter OBG 4,066 16 in 
Indianapolis General Hospital Indianapolis C. F. Gillespie....... ‘ 3 205 
St. Vineent’s Hospital Figs Indianapolis P. F. Muller OBG 3,733 1 3 3 275 
State University of Towa Hospitals ee lowa City J. H. Randall........... OBG 2,722 8 3 3 140 
University of Kansas Medical Center Kansas City, Kan. OBG 2 909 2 3 125 
Louisville Louisville, Ky. W. O. Johnson.......... OBG 3.879 3 3 9 3 105 
St Joseph Infirm de Louisville, Ky. E. R. Cadden........... OBG 4,237 3 3 210 
Charity Hospital “of Louisiana 
Louisiana State cniversity New Orleans OBG 8,565 7 4 3 100 
New Orleans J. St. Romain....... OBG 1,107 2 2 1 225 
©. G. OBG 3,947 5 2 3 125 
Confederate Memorial Medical Center Shrev La. E. E. Dilworth.......... OBG 6,205 3 3 4 3 125 
Baltimore City Hospital altimore P. E. Molumphy........ OBG 6,588 6 18 3 
Bon Hospit tlmeore H. B. MeNally- hag ak OBG 3,455 3 1 3 PSD 
Chureh Home and Hospital Baltimore J. K. B. E. See OB 1,185 1 1 20) 
Franklin Square Hospital .... Baltimore OBG 1,495 2 2 5 3 225 
Baltimore J. E. Savage-L. Brady... OBG 5,223 5 6 11 3 200) 
Johns Hopkins Hospital altimore N. J. Eastman- 
. W. Te Linde....... OBG 6,599 21 12 23 3 Wo 
OBG 3,337 3 7 3 2 
J. D. Woodruff....... OBG 2 496 is 2 6 3 225 
Baltimore J.J. Erwin 
K. OBG 4,086 1 9 5 3 975 
Prevident Hospital and Free Dispensary ®....ccccccsccccccces Baltimore W. B. Butler............ OB 1,640 os 2 3 1 200) 
H. B. MeNally........ OBG 2,682 3 2 5 3 260 
OBG 452 2 2 4 3 225 
A. A. Sondheimer,.... OBG 5,277 6 4 10 3 110 
South Baltimore General Hospital ward .. Baltimore OB 1,020 3 6 2 
Baltimore J Haws . OBG 2,187 1 1 3 3 215 
Prince George's General Hospital Cheverly, Md. J. Warren...... 3,228 $ 6 3 200 
3oston H. H. Rosenfield........ OB 2,800 6 2 ? 58 
Carney Hospital *-St. Margaret's ‘Hospital Boston R. J. Heffernan- 
. J. MeSweeney...... OBG 5,171 2 4 8 3 Ler) 
Boston OB 1,464 2 3 2 75 
Boston W. J. MeDonald........ OBG 4,807 1 2 4 3 125 
Cambridge, Mass. P. P. MeGovern......... OBG 2 357 3 1 3 3 160 
Quiney, Muss. T. J. Slomkowski....... OBG 2 956 2 2 
St. Joseoh Merey Hospital Ann Arbor, Mich. , OBG 2.600 2 2 4 3 275 
etroit H. B. Gaston..... OBG 4,040 2 6 3 20) 
detroit ‘Hodgkinson OBG 3,626 6 4 8 3 225 
Providence Hospital | wate etroit H. Henderson .......... OBG 4,595 3 6 3 275 
OBG 2 747 1 3 3 310 
Detroit E. D. Rothman......... OBG 3.407 2 4 2 275 
Flint, Mieh H. OBG 1,955 9 1 3 2 325 
Blodgett Memorial Hospital '°3................ ... Grand Rapids, Mich. W. + errr OBG 3,448 7 1 2 2 275 
Grand Rapids, Mich. OBG 9,265 11 2 6 3 300 
Highland Park General Hospital '................ Highland Park, Mich. a OBG 3,101 1 3 3 308 
st. Joseph Merey Hospital sees CRG 3,698 2 6 3 825 
William Beaumont Hospital 3-8... ......... ceveeeeeses Royal Oak, Mich. H. W. Longyear........ OBG 4,108 3 1 3 2 ‘aa 
Saginaw General Hospital Saginaw, Mich. ©. 3,268 2 1 3 3 345 
Minneapolis General Hospital M. T. Mitchell........... OBG 1,385 1 1 3 3 209 
.. Minneapolis E. Ingalls ...... 3,585 2 2 2 200) 
St. Barnabas Hospital M. T. Mitchell........... OBG 3,462 1 2 2 2 235 


Numerical and other references will be found. on “pages 556 through 559. 
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12. OBSTETRICS AND GYNECOLOGY—Continued 
Name of Hospital Location Chief of Service se 
University ot Minnesota Minneapolis J. L. MeKelvey.......... OBG 
Rochester, Minn. L. M. Randall........... OBG 
Ancker Hospital 1-8-25.............. St. Paul, Minn. E. Kasper ....... OBG 
University of Missouri Medical Center Columbia, Mo. OBG 
Kansas City General Hospital No. Kansas City, Mo. G. FROMMER... OBG 
Kansas City General Hospital No. 2 2-8. Kansas City, Mo. OBG 
Bt, Kansas City, Mo. G. L. Miller 
St. Luke’s Hospital 1-8........... Kansas City, Mo. OBG 
Louis City ital St. Louis A. T. Esslinger- 
OBG 
St. Mary's Group of Hospitals St. Louis OBG 
Creighton University Medical Center 
"niversity of Nebraska Omaha’ R. G. Holly............. OBG 
Camden, J. G. B. German- 
OBG 
City Center Jersey City, N. 4. E. Bookrajian....... GYN 
Mar¢aret Hague Maternity Hospital Jersey City, N. J. J. P. Donnelly.......... OB 
Monmouth Memorial Hospital Long Braneh, N. J. IB 
Burlington County Hospital Mount Holly, N. J. B. B. Van Meter......:. OBG 
Harrison S. Martland Medical Center 3-8............0.000. Newark, N. JJ. J. Pannullo- 
Jeneral Hospital Paterson, N. J. L. E. Thro 
‘Rausehenbach OB 
Albany, N. Y. R. E. L. Nesbitt, Jr...... OBG 
Brooklyn Women’s Hospital Brooklyn, N. Y. OBG 
Brooklyn, N. Y. M. G. Der Brucke....... OBG 
... Brooklyn, N. Y. C. H. Loughran........ OBG 
Greenpoint Brooklyn, N. Y. S. Kaminester .......... OBG 
Kings County ‘Hospital 
ated Brooklyn, N. Y. L. M. Hellman.......... OBG 
Long Island College Hospital] Brooklyn, N. Y. OBG 
Lutheran Medical Center Brooklyn, N. Y. A. S. MacGregor........ OBG 
M. ©. dr........ OBG 
rooklyn, N. Y. W. C. Meagher.......... OBG 
St. John’s Episcopal Hospital ¢ ©. W. Mueller........... OBG 
Zrooklyn, N. Y. A. A. Schenone.......... OBG 
Wyckoff Heights Hospital Brooklyn, F. W. Benschine........ OBG 
Edward J. Meyer Hospital Buffalo E.G. W OBG 
Mary Imogene Bassett Cooperstown, N. Y ©. OBG 
Elmhurst General Hospita] 1-9-17-205, Elmhurst, N. Y. N. J. Schulman 
Flushing Hospital and Dispensary Flushing, N. Y. E. ¢ Veprov OBG 
Hempetesd, N.Y. G. T. OBG 
Charles S. Wilson Memorial Johnson City, N. Y. OBG 
North Shore Hospital Manhassett, N. Y. W. F. Finn OBG 
Long Island Jewish Hospital 1-%................. New Hyde Park, N. Y. A. BH. Rosenthal........ OBG 
Hospital Center 
York University College of Medicine New York City OBG 
New York City A. ©. Posner- 
42nd Street Beth David Hospital New York City M. D. Speiser..... oo ORG 
New York City H. C. Taylor, ‘Jr. GED 
New York City A. Posner 
M. L OBG 
Hospita] For Joint Diseases New York City E. L GYN 
New York City M. J. Goodfriend.. 
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12. OBSTETRICS AND GYNECOLOGY—Continued 


zs $2. 3. S&S » 
=e =| = oo 
Name of Hospital Location Chief of Service > eel wis 
ap 5S ESE see ese BES 
= 4 £25 £22 Sas 
M. W. Rodwgers........ OBG 3,067 1 3 3 Ist) 
New York City W. OBG 4,932 1 3 7 3 105 
New York City J. A. Kelly............... OB 1,298 1 1 2 2 100) 
New York City M. Goodfriend .......... OBG 3,107 25 1 4 3 104 
New York City A. F. Guttmacher....... OBG 6,680 7 18 19 75 
£ New York City R. G. Douglas........... OBG 7,429 3 6 29 3 
eo OBG 2,030 1 2 4 3 175 
New York Medical College Metropolitan Medical Center 
Flower and Fitth Avenue Hospitals New York City OBG 3,588 2 1 3 3 
New York Polyclinic Medical School and Hospital '-8.... New York City D. N. Barrows- 
eee OBG 2.910 1 ? 6 3 125 
New York gone Bellevue Medical Center 
Presbyterian Hospital (Sloan Hospital for Women)... New York City OBG 7.240 6 3 250 
New York City OBG 2,204 3 2 6 3 200 
New York City OBG $,018 ? 2 7 3 125 
New York City OBG 2.173 1 3 3 105 
New York ¢ ‘ity OBG 6863 5 4 12 3 100 
Rochester, N. Y. A. J. Tatelbaum........ OBG 3,436 1 ? 4 3 240 
Strong Memorial Rochester Municipal Hospitals 1-3,. Rochester, N. Y. OBG 1,377 3 1 3 Wi 
Schenectady, N. Y. Jameson, Sr. ........ OBG 3,009 1 4 2 1m) 
General Hospital Syracuse, N. Y. . OBG | ? 2 192 
State University of New York 
Upstate Medical Center Syracuse, N.Y. E. C. Hughes-C. Clark... OBG 13,471 12 3 933 
North Carolina Memorial Hospital Chapel Hill, N. ©. OBG 1,255 ? 3 10 3 16 
Charlotte Memorial Hospital !.......................... Charlotte, N.C. iene OBG 3,632 1 1 3 9 250 
North Carolina Baptist Winston-Salem, N. ©. F OBG 3.069 2 2 5 3 125 
Canton, Ohio 3G; 3,085 1 2 6 200 
Cineinnati D. Ser: R. Eddy... OBG 5,701 7 2 5 3 260 
University of Cineinnati Colleve ot Medicine Hospital Group S. Garber-L. Bossert.... ..... i os 
OBG 1741 H 2 3 175 
ROE KES Cleveland BE. D. Biebards.......... OBG 3,550 2 4 2 200 
Cleveland A. i. OBG 3,381 4 4 2 2500 
R. Dickerhoot OBG 2 68 1 2 170 
Columbus, Ohio R. F. Daly-P. Reel... OBG 4,729 1 2 3 275 
Ohio State University Hospitals 
White Cross Boapital 1-3-3414 St. Ann’s Hospital for 
Z. Hollenbeck ......... OBG 200 23 2 3 200) 
Dayton, Ohio OB », 699 1 1 1 1 200 
Garfleld Heights, Ohio OBG 2499 2 2 1 200) 
Hamilton, Ohio B. J. OBG ND 5 3 3 1 
Lakewood Hospital Lakewood, Ohio OBG 3,529 8 3 1 200 
Lima Memorial’ Hospital Lima, Ohio M. A. Mulvania......... OBG 664 3 2 275 
St. Vincent's Hospital Toledo, Ohio M W. Diethelin OBG 3.968 3 2 4 3 275 
. Elizabeth Hospital Ohio J. L. Se OBG 3,501 3 2 3 3 300 
Oklahoma City M. J. Serwer-J. W. Kelso ..... 3,161 2 6 ‘a 
Tulsa, Okla OBG 6,016 2 4 2 175 
ed Portland, Ore. OBG 7,987 14 2 6 3 275 
University of Oregon Medical Schoo! 
Memorial Abingdon, Pa. R. D. Porter 
OBG 3,819 1 3 3 150 
Allentown, Pa. OBG 4,115 3 1 3 3 295 
Bryn Mawr, Pa. OBG 3,236 2 1 1 1 200 
Geo. F. Geisinger Memorial Hospital 4-8................... Danville, Pa. R. E. Nicodemus........ OBG 1,566 2 2 2 175 
Thomas M. Fitzgerald Mercy Hospital Darby, Pa. V. SF. OBG 4,939 1 2 4 


‘Numerical and other references will be found on pages 556 through 559. 
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12. OBSTETRICS AND GYNECOLOGY—Continued 


Name of Hospital Location 

Albert Einstein Center 

Germantown Dispensary and Hospital '-8.................. Philadelphia 
Graduate Hospital of the University of Pennsyly ania '-3.. Philadelphia 
Hahnemann Medieal College and Hospital Philadelphia 
Hospital of the University of Pennsylvania '-8............ Philadelphia 
Hospital of the Woman's Medical College 

Jefferson Medical College Hospital 1-8...................06. Philadelphia 
Philadelphia 
Philadelphia General Hospital Northern Division '-*...... Philadelphia 
Health Center Hospitals of the University of Pittsburgh 


St. Francis General Hospital-and Rehabilitation Institute 1-4 Pittsburgh 


Providence, R. I. 
Medical College of South # Teaching Hospitals Charleston, S. ©. 
Columbia Hospital of Riehland County '-8............. Columbia, S. ©. 
Greenville General Hospital Greenville, S.C. 
Baroness Erlanger Hospital Chattanooga, Tenn. 
‘niversity of T ennessee Memorial Research Center 

City of Memphis Hospitals 1-*................ccccccccees Memphis, Tenn 
George W. Hubbard Hospital aig Nashville, Tenn 
Vanderbilt University Nashville, Tenn 
University of Texas Medical Branch Hospitals '-8..... Galveston, Texas 


Baylor University College of Medicine Affiliated Hospitals 


Houston, Texas 
University of Texas Postgraduate School of Medicine 

Affiliated Hospitals 

St. Luke’s Episcopal Hospital '-3*..................... Houston, Texas 

University of Texas M. D. Anderson Hospitel 

Baptist Memoria] Hospital] !1-%....................... San Antonio, Texas 
Robert B. Green Memorial Hospital San Antonio, Texas 
Thomas D. Dee Memorial Hospital '-3........0.............. Ogden, Utah 
Dr. W. H. Groves Latter- Day Saints Hospital '~8....... Salt Lake City 
Salt Lake County General Hospit Salt Luke City 
University of Vermont Affiliated Hospitals 

Goesbriand Memorial Hospita Burlington, Vt. 


General Mospital Lynehburg, Va. 
Medical College of Virginia-—- Hospital Division '-4....... Riehmond, Va. 
King County Unit No. 1 (HarhervicW) Seattle 


Numerical and other references will be found on ‘pages 556 through 559. 


as 
Chief of Service == 
G. Weinstein 
A. .. OBG 
OBG 
C. Hana, df. .....;. OBG 
OBG 
Gin 
N. OBG 
A. G. Taylor- 

ORC 
T. Montgomery- 

J. Montgomery ...... OBG 
OBG 
R — OBG 
ORG 
E. S. 

OB 
OBG 
OBG 
A. G. Taylor 

H. Anwelucei.......... OBG 
H. A. Power 

R. A. Gillis- 

OBG 

OBG 
H. Carroll 

OBG 
IBG 
J. A. New-J. Hodgkiss.. OBG 
A. C. Willlamson........ Of} 
©. OB 
df......5. GYN 
| OBG 
OBG 

OBG 
OBG 
OBG 
Strother. dr....... OBG 
P. D. Newell... OBG 
é. A. Pritebard......... OBG 
OBG 
OBG 
OBG 
H. P. J. A. Wall OBG 
T. G. Gieady- 

OBG 
OBG 
GQ. G. Passmore......... OBG 
Obst: 
OBG 
E.G. Holmstrom........ OBG 
W 

W.N. Thornton, Jr..... OBG 
J. R. Saunders..... 
OBG 
B. D. Jones 

OB 
H. H. dr.- 

OBG 
R. R. De Alvarez...... .. OBG 


Inpatients 
Treated 


5396 


Autopsies 
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a 
» 
be 
esi 
sau 
2 4 3 150 
1 3 3 1 
1 2 2 B50 
1 3 3 1M) 
: 20 
1 3 3 175 
1 2 
3 9 3 75 
3 
2? 5 3 110 
3 100 
3 2M) 
1 3 3 150 
1 4 3 200) 
8 3 
2 7 121 
2 2 1 1?1 
1 3 3 10 
1 4 1 250 
4 12 3 
4 3 175 
3 
4 12 125 
1 3 3 935 
2 2 1 225 
1 2 2 200) 
2 4 3 2) 
1 1 
1 3 B00 
1 1 1 25 
1 1 3 225 
2 2 1 125 
2 6 
2 6 3 137 
| 3 3 175 
1 1 1 250 
1 3 3 250 
3 225 
1 1 2M) 
1 3 ? 
1 3 3 200 
3 
1 3 3 OM) 
? 
2 D 3 
5 3 
1 3 ” 
3 12 3 
1 1 2M) 
3 7 3 160 
2 i 3 200 
1 12 3 125 
3 3 
! 2 ? 150 
1 3 1 300 
3 3 160 
4 4 3 7 
3 3 100 
” 6 8 Wm 
3 3 1 100 
2 6 3 20) 
6 1 
1 3 ? 150 
? 3 150 
3 3 300 
2 ? 
1 3 3 975 
4 3 75 
l 3 
4 
2 ? 1 275 
1 1 1 915 
2 3 
1 1 1 20K) 
1 1 1 
1 3 3 OM) 
2 4 3 1 
1 i 1 250 
4 2 75 
1 2 1 2a 
2 6 : 125 
1 1 1 
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£393 
? 461 
2,045 
3.060 
G9 
’ 
7,639 10 
1460 
1,730 ] 
3.473 
7.007 
1,797 
2973 » 
1,776 
1.671 1] 
O44 
] 
3,408 
1.804 
452 
STH 
1,20 l 
ORT 
V 
1,258 195 
3.641 
1,287 
1,971 4 
10.571 4 
3,201 5 
1.531 
1.68] 
1.85] 
) 
1865 
10.238 4 
5.936 
1.088 
6,741 3 
a7 > ) 
3,723 
> 
3,424 iv 
7.304 
977 
1617 6 
12s 
6.00) 
O30) 
17s? 8 
1.291 ] 
3.371 
3.20 
1,765 2 
‘ 
3.840 
1.686 
9 231 3 
3,171 
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Name of Hospital Location 
County Hospital '-9-977,, Milwaukee 

Kapiolani Maternity and , Gynecological Hospital 


=e 

Chief of Service aa 
OBG 

R. N. Rutherford........ 
D. W. OBG 
E. F. Sehneiders........ OBG 
B. Peckham es OBG 
OBG 
F. J. Hofmeister........ OBG 
IBG 
d. D. D. Werner... OBG 
F. Carty-J. Wong...... OBG 
OBG 


13. OCCUPATIONAL MEDICINE 


The ity in Occupational Medicine which have been approved by the Council and the American Board of 


reventive Medicine through the Residency Review Commit 


| be found listed under Preventive Medicine, page 


14. OPHTHALMOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Ophthaimology through the Residency Review Committee for Ophthalmology, as offering acceptable training 


Hospitals, 161; 


Name of Hospital Location 
UNITED STATES ARMY 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 
U. 8. Public Health Service Hospital 1-?................0.%. New Orleans 
U. 8. Public Health Service Hospital Baltimore 
U.S. Public Health Service Hospital '-8......... Stapleton, S. N. Y 
DEPARTMENT OF HEALTH, EDUCATION 
AND WELFARE 

NONFEDERAL AND VETERANS ADMINISTRATION 

University Hospital and Birmingham, Ala. 

Little Rock, Ark. 
General Hospital of Fresno County '>8.................00. Fresno, Calif. 
Los Angeles Eye and Ear Hospital !-9-®2?.,.................. Los Angeles 


White Memorial Hospital 1-3 Los . 


Highland-Alameda County Oakland, Calif. 
Stanford University Hospitals 1-8-76,...................5. San Francisco 
University of California Hospital San Francisco 
Grace-New Haven Community New Haven, © wi 
Distriet of Columbia Washington, D. 
Washington Hospital Cer 
Episcopal Eye, Ear, hroat Hospital ®........ Washington, D. ©, 
Chicago Eye, EF Nose and Throat ¢ antes and Hospital !> . Chieago 
Chieago 
Chicago Wesley Memorial Hospital Chieago 
_ Veterans Admin. Research Hospital Chicago 


specialty 


n the 
Assistant Residencies and Residencies, 676 


OBSTETRICS AND GYNECOLOGY—Continued 


Inpatients 
Treated 


Bz 
Chief of Service Se 
A. Lowrey, reer 744 
K. E. Hudson 309 
297 
184 
266 
140 
935 
145 
322 
228 
49s 
S. B. Brownsberger......... 
201 
735 
M. Fine- Harrington... 165 
204 
195 
14 
E. Cummings-R. A. Cox.... 118 
714 
349 
(See U eee of Illinois Hospitals) 
335 
lll 


Autopsies 


me 


tee for Preventive Medicine, 


Outpatient 


Visits 


2,348 


eee 


16,471 
646 
11,947 
15,671 
5,626 


ee 


First Year 


wre Residencies 


First Year 


bo 


tenon Residencies 
Offered 


— 


Offered 8 


Total 


Total 


. 


Offered 8 


or 


Residencies 
Offered 


Length of Ap- 


wwe wee Proved Pro- 


Length of Ap- 
proved Pro- 


gram (Years) 


vyram (Years) 


513 


(Month) 


Beginning 


218 


Numerical and other references will be found on pages 556 through 559. 


7 295 
2.392 150 
5286 250 
1494 ‘ 225 
2,251 250 
2? 673 2 150 
3,128 l 250 
S74 13 100 
1,608 245 
2,809 14 207 
1,200 2 245 
3,550 300 
7 256 2 280 
7,16] 13 275 
? O46 225 
2 1 $45 
7.158 23 100 
3,393 2 150 
? 693 7 I 250 
5.551 800 
19 64 oes 
12.975 
3 oes 
3.445 
6,268 3 see 
3,772 2 oes 
8,121 3 
0.005 3 eee 
3.874 3 eee 
5,134 3 
| | 3 || 
3 
7,717 108 
633 l 
l 20) 
1 631 
] ) 
Q79 160 
l 198 
] 
3,744 
8.213 
10.032 3 210 
1,510 l 
6,274 | 246 
i 
157 
l 2 233 
32 504 6 8 915 
? 6 3 75 
2 6 3 100 
] 2 3 2K) 
2 LOO 
3 6 L100 
2 4 2 LOO 
l 2 125 
1 2 yO 
142 2 ee 
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14. OPHTHALMOLOGY -—Continued 


Name of Hospital Location 

Presbyterian Hospital Chicaro 
University of Chicago Clinies '-3,............ Chieago 

Illinois Eye and Ear Infirmary Chicago 

Indiana University Medical Center 

Indiana University Medical ¢ Hospital sewed Indianapolis 
State University of Iowa Hospitals *-3...........cccceceececees lowa City 
University of Kansas Medical ¢ Santer Kansas City, Kan. 
University of Louisville Medical Center 

Louisville General Hospital !-8.............. TT Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit New Orleans 

Louisiana State Uniy New Orleans 

Eye, Ear, Nose and Throat Hospital ce New Orleans 
Baltimore Eye, Ea Nose ani Throat Hospital] 1-8-157....... Baltimore 
Veterans Admin. Hospital Fort Howard, Md. 
University Hospi ital Ann Arbor, Mich. 
Wayne University Affiliated Hospitals... 

Veterans Admin. Hospita Dearborn, Mich. 

University of Minnesota Hospitals Minneapolis 
Mayo Foundation canted Rochester, Min 
Kansas City General Hospices Kansas City, Mo. 
Homer G. Phillips Hoapital St. Louis 
University of Nebraska Hospital Omaha 
City Medical Center Jersey ity, N. J. 
Newark Eye and Ear Infirmary *-3...................ee.0.-- Newark, N. J. 
Brooklyn Eye and Ear Hospital 
Kings ¢ ounty Hospital 

Brooklyn, N. Y. 
Queens General Hospital Jamaica, N. Y. 


Bellevue Hospital Center 
Div. 1V-New York University Post-Graduate 


Bronx Eye and Ear New York City 
Bronx Municipal Hospital ¢ ‘enter New York City 
Goldwater Memorial] Hospital] New York City 
Harlem Eve and Ear Hospital New York City 
New York City 
Manhattan Eye, Ear and Throat Hospital 1-3............ New York City 
New York Eye and Ear New York City 
New York City 
New York Polyclinic Medic al School and Hospital '-3....New York City 


New York Medical ¢ ‘ollege. Metropolitan Medical Center 
gg: phen Hospital ! (Institute of Ophthaimology)... New York City 


Strong hester Municipal Hospitals. Rochester, N. Y. 
State U niversity of New York Upstate Medical Center 

North Carolina al “Hospit ( “hapel Hill, 

Duke University Affiliated 
Duke Hospital 1-3......... Durham, N. € 

North Carolina Winston-Salem, N. C 

University of Cincinnati Colleve ot Medicine Hospital Group 

Ohio State University Hospitals 

University of Oklahoma He Oklahoma City 

University of Oregon Medical Se da "Hospitals and 

Geo. F. Geisinger Memorial Danville, Pa. 


Chiei of Service 


H. Mer 


F. M. Wilson... 
Bra 
Lemoine, dr. 


Cc. D. 
D. Townes... 


BE. Clark.... 
G. M. 


Small. 


H. Allen... 


E. 


A. Naquin.. 


D. Ruedemann, Sr. ...... 


S. 


D. 


>. W. Hansen. 


Rosenbaum 
. H. Judd.... 
. X. Brophy.. 


F 

S 

J 

B 

B 

D. 
R. D. Mattis... 
H. 

J 

F 

L. W. Hughes. 
M. 

M. Lasky 


R. Troutman . 


G. DeVo 


Chamlin ... 


Paton... 


F. Payne... 
McLean .... 
H. Romaine 


1. G. Prev ere 


G. M. Breinin. . 
C. Sullivan ... 
J. F. Gipner... 


F. R. Wehster. 
C. Wood . 
S. D. Me Phers« 


sD 


R. W. Roberts... 


— 


J. Kennedy. 
T. Schwarz. 
V. Johnson. 
E. L. Keyes. 


J. R. Reed..... 


Numerical and other references will Ibe found on pages 556 through 559. 


lupatients 


> Treated 


Outpatient 


Visits 


5,630 


1,034 


9,817 


4,992 


J.AM.A., Oct. 5, 1957 


First Year 
—— Residencies 


Offered 


Total 
sort Residencies 


— 


— 


. 


SA 


Crs 


Offered 


Length ot Ap- 


proved Pro- 
(Years) 


ww 


@wwi 


mw 


Beyinning 
Stipend 
(Month) 


|_| 
306 6,919 3 200) 
215 9,397 2 4 3 
277 USS 4 12 3 
1,599 4,904 2 6 3 140 
647 4.625 3 3 125 
139 6,748 ? 105 
102 742 l 2 pie 
258 4,525 ] 100 
6640450 423 7,746 2 100 
J 49] 6,001 100 
136 NG ] | 
M. 13,412 150 
A. 2,029 17,823 6 10 
24] 3,455 100 
702 14,715 3 14 
A. 1,482 3 225 
anes 126 1,432 3 
78 3.949 l 18) 
797 3,737 ] 2 295 
257 1,YRv 3 
] 2 108 
2 Ss] 169 4 
3,717 ? 3 100) 
1s] ‘ ] 2 
117 3,802 2 4 24s 
1] 4,026 l 3 104 
3,573 2 175 
A 354 18,751 10 7] 
M. 3s 105 
J. 12 164 
H | 7 125 
nee 13 | 104 
4 5.744 14 i 
] 
ii4 641 
117 
f 156 
Po 30) 1,770 ] 3 3 125 
Nicholl 146 329 3 162.50 
19,304 ? 6 3 175 
4,148 ] ] 2 140 
2 6,86) 3 ? 125 
354 | 3 | 
A. W. Mahood........ 195 | ? 185 
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14. OPHTHALMOLOG Y—Continued 


Name of Hospital Location 

Graduate Hospital of The University of Pennsylv ania '-%,., Philadelphia 
Hospital of The University of Pennsylvania '-4............ viladelphia 
Jefferson Medical Collece Hospita liladelphia 
Temple University Hospital 1-8-2996, liladelpbia 
Health Center — of the University of Pittsburgh 

Medical College Carolina 

Teaching Hosp Charleston, S. ©. 
City of Memphis 1-3_ Memphis Eye, Ear, 

University of Texas Medical Branch Hospitals '-8.... Galveston, Texas 
Baylor University Colleve of Medicine Affiliated Hospitals 

Jefferson Davis Hospita - Houston, Texas 

Seott and White Memorial Hospitals iple, Texas 
University of Virginia Hospital 1-%.................. Charlottesville, Va. 
Medical College of Virginia “Hospital Division 1-8,...... Riehmond, Va. 
Veterans Admin. Hospital Richmond, Va. 
Gill Memorial Eye, Ear and 
King County Hospital Unit No. 1 (Harborview) !................ ttle 
Veterans Admin. Hospital Milwaukee, (Wood) Wis. 


15. 


<7 


E. 
R. 


G. 


Chief of Service 


~ 
= « 
“= 


Duehr 
Ca 


ORTHOPEDIC SURGERY 


Inpatients 
Treated 


Jutpatient 


First Year 


nic Residencies 


Nw 


tom roto: 


Offered 


Type of training acceptable to Board: A—Adult Orthopedics; C--Children’s Orthopedics; F Fractures. 


Residency programs in the following hospitals have been approved 


Ort 


as an part 


thopedic 


Hospitals, 251; Assistant Residencies and Residencies, 993 


Name of Hospital Location 
UNITED STATES ARMY 
UNITED STATES NAVY 

NONFEDERAL AND VETERANS ADMINISTRATION 
University Hospital and Hillman Birmingham, Ala. 
Arkansas Children’s Hospital }................cececoes Little Roek, Ark. 
AGMIN. Long Beach, Calif 
Los Angeles County Hospital Los Angeles 
Shriners Hospital © hildren Los Angeles 
University of California Hospital 2-3.............ccccccccees Los Angeles 
Children’s Hospital of the East Oakland, Calif. 
Highland—Alameda County Oakland, Calif. 
Oakland, Calit. 
San Francisco Hospital 

University of California Service 1-8,.................... San Francisco 
Shriners Hospital for Crippled : San Francisco 
Btamions BMoanitals San Francisco 
University of California Hospital San Francisco 
Grace-New Haven ¢ ‘ommunity he Fe New Haven, Conn. 

Alfred 1, Du Pont Institute of the 


‘Numerical and other references will be found on pages 556 through 559. 


Type ot 
Training 


Chief of Service 


M. S. Thompson..... ACF 
H. S. MeBurney...... ACF 
AF 
J. D. Sherril!, Sr. .... ACF 
M. A. Accinno........ AF 
C. AF 
W. C. Hannon....... ACF 
J. D. Christian....... 
AF 
S. S. Mathews........ 
ACF 
G. W. Westin.. } 
P. E. McMaster ACK 
AF 
AF 
C 
J. J. Loutzenheiser AF 
AF 
BR. stuedt. \F 
8 A 
L. C. Abbott 

W. G. Rhorer 

AF 
I. E. Hendryson...... Cc 
AF 
M. E. Gibbens........ AF 
AF 
AF 
A. R. Shands, 


Inpatients 
‘Treated 


Autopsies 


First Year 
Residencies 


Offered 


s 


by the Council and the American Board of 
hopedic Surgery, through the Residency Review Committee for Orthopedic Surgery, as offering acceptable 
training in adult orthopedics, children’s orthopedics, and fractures. Training in the basic sciences is given either 
of these services or as a separate course. Services collaborating in an integral plan of 

ning are designated by a program number, a list of which is found on pages 519 and 520. 
Residents pri their training in these hospitals are eligible for full certification by the American Board 
of Or Surgery, including children’s orthopedic surgery. 


Total 


Total 
coo Residencies 


— 


Residencies 
Offered 


— 


Offered 


Length of Ap- 


proved Pro- 


gram (Years) 


3 


www 


wie w 


Program 
Identification 


w 


io 


Beginning 


Stipend 
(Month) 


Beginning 
Stipend 
Offered 8 


> 
764 5,462 100 
217 3,974 l 100 
T. Cowan 6,959 2 121 
GG, (i 3,46 6 
M 2,677 11,0865 7 is 125 
H. DdT 2 OT 3 3 225 
R. 232 6 3 
Hits 6.64 ] ] 200) 
P, ee 163 1,820 3 2 137 
A. H47 | 
WW. BROWER. 4,015 125 
338 5.841 160 
227 8,772 75 
| 448 3,248 50 
$13 6,812 75 
24,349 350 
rl 257 9.639 07 
H. Lehman-J. B. Hitz.... 306 3,491 
1,015 3 6 2%) 
44, 6S = 
1326 5 3 44 108 
SOS | 68 
200 
363 1 owe 
4°15 73 O46 
65, 79 200 
27° 2K) 
318 198 
995 
1.348 195 
18 
704 ? ] 150 
14) 
195 
95? 117 
1,093 
{7s l 
770 6 246 
657 ] » 
346 4 180 
5? 1 13 157 
616 6 ] ? 74 
“74 1 3 
216 4 150 
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15. ORTHOPEDIC SURGERY—Continued 


First Year 
Residencies 
Offered 
Identification 
Beginning 


Residencies 
Stipend 


Type of 
Training 
Inpatients 
Treated 
Autopsies 
Offered 
Program 
Offered 8 


Total 


Naine of Hospital Location 


District of Columbia General Hospital 1-8 


Washington Hospital Center 


Washington, 


w 


Central Dispensary and Emergeney Hospital '-3... Washington, D. C. 


American Lezion Hospital for ¢ ‘rippled Children . Petersburg, 
Eugene Talmadge Memorial Augusta, Ga. 
University Hospital) Emory University, 


Chicago Wesley Memorial Hospital '-4 
Cook County Hospital 
Passavant Memorial Hospital 1-3 
St. Elizabeth Hospital 4 
Shriners Hospital for Crippled ¢ ‘hildren 8 
University of [Illinois Research and Edueational als 1-8,, 
Veterans Admin. Researeh Hospital ! are 

Evanston Hospita 


am 


Veteran's Admin. Hospital ! 
West Suburban Hospital 4 
St. Francis Hospital 1-8 
Indianapolis General Hospital 
a University Medical ‘enter Hospital ! 
Vineent’s Hospital 
Admin. Hospital 1-4 
Veterans Admin. Hospital 1-3 
University of Kansas Medical | Center 1-4, . Kansas City, 


Wichita, Kan. 
Good Samaritan Hospitai ads Lexington, Ky. 


Shriners Hospital for Crippled ¢ we 1-8 
Kosair Crippled Children Hospit: 


Indianapolis 


~ 


Charity Hospital of Louisiana 


Contederate Memorial Medical (enter '................. Shreveport, 
Shriners Hospital Children Shreveport, 


Johns Hopkins Hospital 1-3 
Children’s es al Center 1-3 
Peter Bent Brigham Hospital '-3 


= 


Veterans Admin. Hospital Boston Plain) 


Massachusetts Hospital School 
Shriners Hospital for c Crippled Children *............. Springfield, 
University Hospital 


Canton, 


— 


Kalamazoo, 


te 


Shriners Hospital for ¢ Minneapolis 
Gillette State Hospital for ¢ rippled Children 1-3,..........000:. St 


Mississippi Baptist Hospital 
1 


Kansas City General Hospital No. 1 

St. Luke's Hospital ! 

Veterans Admin, Hospital ?... 
1-3 


Shriners Hospital tor Crippled ¢ 


University of Nebraska Hospital '-* 


Monmouth Memorial Hospital Long 
Hospital for Crippled Newark, N. 


Center at Orange 
Ne 


.... Kansas City, 
St. 


kw: 


Jersey Orthopaedic Hospit: ul and Dispensary Orange, 


Memorial Hospital 


c bon Tingley Hospital for 
( ‘rippled Truth or onsequences, 


Numerical and other references will be found on pages 556 through 559. 


Chiet of Service 
Coley 
J. Neviaser ........ ACF 833 
F. M. Hand- 
J. S. Neviaser...... AF 1,292 | 3 as | 995 
A. H. Welland....... AF 1,890 , 2 6 76 75 
N. ©. MeCollough.... ACF 1,437 1 3 pe 325 
R. C. Lonergan...... 78 150 
F. Lindeman ........ ACF 3 78 
J. L. Chandler....... ACF | 20M) 
Chicago E. L. Compere. os MOF 1595 2 7 125 
Chicago ACE 826 7 100 
Chicago \ O44 7 
(Chicavo 1,014 42 2) 
Chicago 2K) 33 
Chicago C, H. Hatcher....... ACF YS7 5 200) 
Chieago E. L. Compere....... AF 26S 3 
| |! J. J. Fahey........... AF 1,082 175 
k, Il. H. A. Sofleld...... \F 340 295 
a, Ill Cooper......... ACF 2 O74 4 225 
, | S46 20 205 
GS. 2. ACF 742 2 915 
G. J. Garceau........ AF 1,097 7 | O75 
G. J. Gareeau....... \F 129 
AF 1 206 3 
City C. B. Larson.... 2 23; 1] 140 
kK. Thompson ...... \CF 1,531 59 225 
O. B. Murphy....... (416 4 59 230 
T. D. Yocum......... 140 9 210) V iif 
K. A. Fischer..... 705 4 | 250) l 
K. A. Fiseher......... AF 10) 6 105 
Orleans ACF 1 | LOO 
Orleans ACK 1,120 13 | 100 
Orleans Wickstrom AC'F 1.530 14 3 10 100 
Orleans G. A. Caldwell \F 343 l yb 295 
G. Berkett ACF 1,192 ] l 10, 56 125 
R. H. Alldredge AF 361 3 ] 10 + 
( R. Reed. \C'F 1 6 2 70 
G. A. Caldwell...... C 279 70 200 
M. M. Ravitch. AF 698 4 57 
R. A. Robinson...... AF 5 | 57 130 
Boston \. P. Aitken AF 2 OO7 | 13, 66 132 
Boston \W ‘| (,reen Ut) | 11 
Boston G. E. Haggart A t 66 200 
Boston J. 8. Barr. 1,916 1] 67 
Boston AF Inel. in Surgery 11 41.66 
\ Thibodeau AF 2 13 
('F 1) ? 13, 66 600 
G. D. .... © 275 66 
©, ACE 1,612 14 5 | 
etroit L. Mitchell ACF 1,340 6 | 995 
etroit A. Goetz 6 12 310 
Mich ACF 763 6 275 
Mich G. ACE H30 ] xs 
E. T. Evans. \F 93 3 16 
W. Cole ‘ 16 POD 
Miss W. F. Enneking. \l 167 2 73 259 
Miss T. S. Robertson 2 73 
Mo ( Vilmer . ( 17 Is 
Mo F. G. Pipkin 18 Ls 200 
Mo R. L. Diveley 13 ] Ls 225 
Mo R. L. Diveley \F $5 > 18 
I Reynolds 1317 3 4 75 
Louis JI. Lottes 
R. E. Funseh | { 16, 60 
Louis R. M. O'Brien \('k 130 2 6 15 100 
Louis ( H. C'revo, ( 17 10 
Neb ( 629 ] } 33, 61 
Qinaha W. R. Haimsa 105 2? ] 61 175 
B. Halbstein ...... ACK 797 3 200) 
J H. Kessler 
\. D’Avgostini . 1410 2 67 150 
Mex E. H. Chapman.,..... © 458 1 2 7, 
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15. ORTHOPEDIC SURGERY—Continued 


Name of Hospital Location 
House of St. Giles the Cripple '-3..000..............00005- Brooklyn, N. Y. 
Jewish Chronic Disease Brooklyn, N. Y. 
Kings ¢ ‘ounty Hospital 
Edward J. Meyer Hospital eke Buffalo 
Hospital Cent 
w York U te ersity Post-Graduate 
Bronx Munieipal Hospital ¢ ‘enter New York City 
TOP SOME New York City 
Hospital for Special Surgery New York City 
a New York City 
New York i Medical School and Hospital...... New York City 
Veterans Admin. Hospital 1-3-2860) 0000... York City (Bronx) 
Veterans Admin. Hospital New York City (Manhattan) 
Strong Memorial: -Roe Municipal Hospitals '-8..... Rochester, N.Y. 
St. Vineent’s Moapitat Staten Island, N. \ 
Seu View Hospital !- ... Staten Island, N. 
Rehabilitation Hospital West Haverstraw, N. \ 
North Carolina Memorial Hospital '-4................ Chapel Hill, N. ¢ 
Memorial Moepital Charlotte, N. ¢ 
Duke University Hospital] '-8-297,.. Durham, N. ¢ 
North Caroiina Orthopedic Gastonia, ¢ 
North Carolina Baptist Hospital Winston-Salem, N. ©. 
Mary Day Nursery and ¢ *hildren’s Akron, Ohio 
Columbus, Ohio 
Ohio State University Hospitals 
Columbus, Ohio 
White Cross Hospital ! Columbus, Ohio 
University of Oklahoma Hospitals Oklahoma City 
Shriners Hospital tor Crippled Children '-#.............. Portland, Ore 
University of Oregon Medical School 
Geo. F. Geisinger Memorial Hospital '-8................... Danville, Pa 
State Hospital for Crippled Eli Pa 
Albert) Einstein Medic al Philadelphin 
Graduate Hospital o! University of Pennsvivania Philadelphia 
Hospital of the University ot Pennsylvania '-4............. Philadelphia 
Jefferson Medical Colleyve Hospital Philadelphia 
Shriners Hospital for © rippled | es Philadelphia 
Philadeiphin 
Health Center Hospitals of the University of Pittsburgh 
St. Francis General Hospital and 
Providence, R. | 
Medical College ot South Carolina 
Columbia Hospital ot ‘ounty Columbia, S. © 
Greenville General Hospitai Greenville, S. © 
Shriners Hospital tor © Greenville, S. © 
Baroness Erlanger Hospital '-*..................... Chattanooga, Tenn 
Tennessee Crippled ¢ ‘hildren’ Knoxville, Tenn. 
Mary's Memorial Baspital Knoxville, Tenn. 
University Researe h Center 


Numerical and other references will be found on 


pages 556 through 559. 
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C. 
O»©... AF 
W. A. Thompson. ACF 
A. Sehildhaus ........ ACF 
ACF 
T. C. Thompson..... ACF 
AF 
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D. M. Bosworth...... 
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15. ORTHOPEDIC SURGERY —Continued 


n = 
3s & "EP 
Name of Hospital Location Chief of Service BRS 
Vanderbilt University Hospital Nashville, Tenn. E. M. Regen.......... AC 1,055 1 3 
Dallas, Tex. A 2100 2 1 2 82 
Parkland Memorial Hospital Dallas, Texas 633 5 2 2 32 
exas Scottish Rite Hospital tor 
Dallas, Texas  B. Carrell ........... G82 1 8 $2, 75 
AG, Houston, Texas B. F. Boylston....... F 1.103 1 2 5 49 
Scott and White Memorial Hospitals Temple, Texas A, ACE S10 1 1 8 
Dr. W. H. Groves Latter-Day Saints Hospital '-*........ Salt Lake City ee eee AF G28 3 bi 8 63 
Children’s Salt Luke City B. G. Holbrook...... 327 és oe 7, 68 
Salt Lake County General Hospital ?.................... Salt Lake City P. A. Pemberton..... i 105 1 1 1 34 
Shriners Hospitels tor Crippled ¢ ‘hildren Lake City P. A. Pemberton..... ( 243 2 2 34 
University of Virginia Hospital !-%.................. Charlottesville, Va. \C'k 3 3 6 
Medical College of Virginia “Hospital Division 1-%....... Richmond. Va. M. J. HoOver.......+. AF 1,428 Ww 8 9 35 
Riehmond, Va. R. D. Butterworth... AF 959 I 1 4 35 
King County Hospital Unit No. 1 (Harborview) '................ Seattle 3. AF WO 2 2 36 
Admin. Hospital *°%.. Milwaukee (Wood), Wis. P. L. Carnesale...... AF 1,299 1 5 40 
Shriners Hospitals for Crippled Children Honolulu, T. H. 161 1 1 
Residency programs in the following hospitals have been approved by the Council and the American Board of 
Orthopedic Surgery, through the Residency Review Committee for Orthopedic Surgery, as offering acceptable 
training in adult orthopedics and fractures. Training in the basic sciences is given as an integral part of these 
services or as a separate course. Services collaborating in an integral plan of training are designated by a 
program number, a list of which is found on pages 519 and 520. 
Residents completing three years of training in Adult Orthopedics and Fractures at these hospitals are 
eligible for limited certification by the American Board of Orthopedic Surgery, not to include children’s 
orthopedic surgery. 
Hospitals, 26; Assistant Residencies and Residencies, 86 
UNITED STATES AIR FORCE 
ss Sun Antonio, Texas E. W. Brannon...... AF 1,029 1 6 
UNITED STATES ARMY 
UNITED STATES NAVY 
Chelsea, Mass W. BS. Stryer........ \F 718 3 3 6 
W. D. Bundens, Jr... AF 957 4 as 
Portsmouth, Va A. Stevenson...... AF 2,169 2 4 ‘ 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
Washington, D. ©. d. RB. -Gindden.......; AF 414 3 1 
NONFEDERAL AND VETERANS ADMINISTRATION 
Los Angeles G. Reynolds....... AF 374 1 3 
San Diego County General Hospital San Diego, Calif, \F 387 1 1 3 
San Francisco BR. Soto-Hall ........ \F ? 3 
Massachusetts Memorial Boston Cristopme ........; A 229 2 1 62 
Lynn Hospit: il Lynn, Mass. D. M. Mijoran....... F 1,109 1 1 62 
Veterans Admin. Hospital St. Louis P. Hampton, Jr... AF 411 1 3 
waynor....... AF 749 l 1 1 
Portland, Ore R. C. Merrifield....... AF | ] 2 ee 
Hahnemann Medical ¢ end Philadelphia E. O. Gecekeler........ AF 6 2 4 
Admim. Hospital 178-297, . Philadelphia A. AF 2 
University ot Texas Medical h Hospitals '-8.... Galveston, Texas G. W. N. Eggers..... \F 712 4 
Residency programs in the following hospitals have been approved by the Council and the American Board 
of Orthopedic Surgery, through the Residency Review Committee for Orthopedic Seren as offering 
acceptable training in children’s orthopedic surgery as an independent program. Some of these services 
also participate in an integrated —= offering full training in all categories of Orthopedic Surgery and 
also listed on pages 515 through 518. 
12: Assistant Residencies and Residencies, 
NONFEDERAL 
Shriners Hospital for Crippled Los Angeles W. West... 272 2 2 
Children’s Hospital of the East Bay !................... Oakland, Calif. 423 1 1 
Newington Home and Hospital 
American Legion Hospital for Crippled Children St. Petersburg, Fla. R. C. Lonergan...... 1 1 
Scottish Rite Hospital for © rippled Decatur, Ga. 279 1 1 
Shriners Hospital for Crippled Children .............. Lexington, Ky. 140 2 ‘ 
James Lawrence Kernan Hospital for Crippled Children Baltimore 3 
Primary Children’s Hospit alt Lake City B. G. Holbrook...... C 327 ee 
Shriners Hospitals for Crippled ¢ ‘hildren Wash. N. R. Brown..... 223 1 


Numerical and other references will be found on pages 556 through 559. 
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15. ORTHOPEDIC SURGERY—Continued 
ORTHOPEDIC SURGERY PROGRAM IDENTIFICATION 


Program 
Number Hospital Location 
1. Arkansas Children’s Home and Hospital....... . Little Rock, aig 
2. Children’s Hospital ot the East Bay...... Calif 
Samuel Merritt Hospital.................. Oakland, Calif. 
Shriners Hospital for San Francisco 
University of California Hospital............. err San Francisco 
3. Shriners Hospital for ¢ ‘hildren Los Angeles 
Highland-Alameda County Hospital................ Oakland, Calif 
San Francisco Hospital................ San Francisco 
Colorado General Hospital Denver 
Denver General Hospital............. Denver 
Carrie Tingley 
for Crippled Children........... Truth or Coe, N. Mex. 
5. Grace-New ven ¢ osaieoniie Hospital........ ew Haven, Conn. 
Newington ome and tal 
6. George F. Geisinger Ty Dany ille, Pa. 
7. Chicago W Memorial gn Chicago 
Passavant Memorial Chicago 
Veterans Admin, Research Hospital Chicago 
Carrie Tingley Hospital 
for Crippled Children........... Truth or N. Mex 
Oniidren’s Hospital... alt Lake City 
Indiana University Indianapolis 
9. Shriners Hospital ( Lexington, Ky. 
Kosair Crippled Children Hospital. .................. Louisville, Ky. 
Louisville General Hospital.............cccccsccccces Louisville, Ky. 
Charity Hospital of Louisiana 
Massachusetts Hospital Canton, Mass. 
M4. West Haverstraw, N. Y. 
University of Virginia Hospit Charlottesville, Va. 
1. Mary Day Nursery and Children’s Hospital............ Akron, Ohio 
Akron City Hospital Akron, Ohio 
Shriners Hospital for © rippled 0 eee Minneapolis 
Gillette State Hospital for Crippled Children.............. St. Paul 
Kansas City, Mo. 
Kansas City General Hospital No. 1.............. Kansas City, Mo. 
Veterans Admin. Durham, N. 
Greenville General Greenville, Ss. 
Shriners Hospital for rippled hildren. ., 
20. Alfred I. du Pont Institute of the 
Nemours Wilmington, Del. 
21. State Hospital for Crippled Children........... Elizabethtown, Pa. 
Jefferson Medical College Hospital..................... Philadelphia 
22, Veterans Admin. Hospitai: (Bronx)................. New York ¢ 
Hospital for Special Burw@ery........csccccccccscccces New York Cit 
Graduate Hospital of the University of Pennsylvania. Philadelphia 
Columbus, Ohio 
Ohio State University Hospitals 
Columbus, Ohio 
New York School and New York City 
Shriners Hospital for Crippled Children.......... Portland, Oregon 
University of Oregon Medical School 
“”%. Shriners Hospital for Crippled Children............... Philadelphia 


Program 
Number Hospital Location 
31. Rochester General Hospital..............ccceeeeeee Rochester, N. Y. 
Strong Memorial- Municipal Hospitals... Rochester, N. Y. 
ParkinGd Dallas, Texas 


Numerical and other references will be found on pages 556 through 559. 


Texas Scottish Rite for Crippled Children... Dallas 
Nebraska Orthopedic Hospital i 
Veterans Admin. Hospital. Lincoln, Nebr. 


Salt Lake County General Hospital................. Salt Lake City 
Shriners Hospital for ¢ hildren Salt Lake City 
Crippled Children’s Hospit Richmond, Va. 
Medical College of DIV, Richmond, Va. 
King County Hospital, Unit 1 (Harborview)................ Seattle 
Milwaukee Children’s Hospital. Milwaukee 
Emory University Emory University, Ga. 
Milwaukee Children’s Hospital can Milwaukee 
Port Jefferson, N. Y. 
Crippled Children’s Hospital..................... Birmingham, Ala. 
University Hospital and Birmingham, Ala. 
Medical College of South Carolina 
. Mary’s Group of Hospitals St. Louis 


Chicago 


University ot Illinois h and Educational Hospital. . 
Cha rlotte, N. Car. 


Charlotte Memorial Hos} 


Shriners Hospital for S. Car. 
Veterams AGMM. Houston, Texas 
Shriners Hospital for ¢ ‘rippled ‘hicago 
Shriners Hospital for Crippled Children........... Honolulu, T. H. 
Bellevue Hospital Center, Division IV-New York 
University Postgraduate | York City 
Rehabintation Hospital. West 
St. Charles Hospital Orthopedic Brooklyn 
Central Dispensary & Emergeney Hospital..... Washington, D. C. 
District of Columbia General Hospital......... Washington, D. C. 
Veterans AGmin. Hospital... Des Moines, lowa 
Ochsner Foundation ee New Orleans 
Mary Day Nursery and Children’s Hospital............ Akron, Ohio 
Shriners Hospital for Crippled Children................... St. Louis 
Nebraska Orthopedie Lineoln, Neb. 
Massachusetts Memorial Boston 


Newington Homme and 


Dr. W. H. Groves pet Saints Hospital...... Salt Lake City 
Primary Children’s Hospital..................0....5- Salt Lake City 
Veterans Admin. Hospital... Long Beach, Calif. 
Massachusetts Hospital Sehool.................0.055 Canton, Mass. 
Shriners Hospital ior Crippled Children,......... Springfield, ary 
Boanital for Crippled Newark, N. 
Crippled Children’s Clinie & Hospital........... Birmingham, Ala. 


General Pittsburgh, Pa. 
St. Francis General and Rehabilitation Institute... Pittsburgh, Pa. 
Confederate Memorial Hospital.................... Shreveport, La 
Shriners Hospital for Crippled Children,........... Shreveport, La. 
Allegheny General Hospital...............ccceeceees Pittsburgh, Pa. 


» 
33 
34 
45 
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41. 
44 
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tid 
ts 
oY 
70, 
71, 


520 APPROVED RESIDENCIES AND FELLOWSHIPS J.A.M.A., Oct. 5, 1957 
15. ORTHOPEDIC SURGERY—Continued 
ORTHOPEDIC SURGERY -PROGRAM INDENTIFICATION 
Program Program 
Number Hospital Location Number Hospital Location 
tenet Philadelphia 80. Veterans Admin. Hospital (Manhattan)............ New York City 
eading, Pa. Rehabilitation West Haverstraw, N. Y. 
73. Mississippi Miss. 81. North Carolina Memorial Hospital........... Chapel Hill, N. Car. 
University Hospit Jackson, Miss North Carolina Orthopedic Gastonia, N. Car. 
r Veterans Admin. Hospital Pe ie ert i Jackson, Miss. 82, Newington Home and Hospital.................. Newington, Conn. 
74. nver Mary Hiteheock Memorial Hospital Hanover, N. Hamp. 
C h New Mexi Veterans Admin. White River Jet., Vt. 
ruth or Consequences, New Mexico x3. Edw. 3. Meyer Mem’‘l Buffalo, N. Y. 
Veterans Administration Hospital................ McKinney, Texas Jewish Chronie Disease Hospital. Brooklyn, N. Y. 
Variety Children’s Miami, Floride East Tennessee Crippled Children’s Hospital...... Knoxville, Tenn. 
77. North Carolina Baptist Winston-Salem, N. ©. Tennessee Baptist Hospital.................. Knoxville, Tenn. 
Shriners Hospital “rippled ‘hildren 8. C. Mary's Memorial Hos pital Knoxville, Tenn. 
American Legion Hospital Research Center & Knoxville, Tenn. 
16. OTOLARYNGOLOGY 
Residency programs in the following —— have been approved by the Council, the American Board of 
Otolaryngology and the American College of Surgeons, through the Residency Review Committee for 
tolaryngology, as offering acceptable training in the specialty. 
Hospitals, 129; Assistant Residencies and Residencies, 447 
Name of Hospital Location Chief of Service Bes SES 
UNITED STATES ARMY 
UNITED STATES NAVY 
NONFEDERAL AND VETERANS 
University of Alabama Medical Cente 
University Hospital ( ‘linie chin Birmingham, Ala. 2,755 1 3 108 
Los Angeles County Hospital Los Angeles 1,058 19 3 7 246 
Btantora University Hospitals *-®...... San Francisco 474 5,888 1 3 sv) 
San Francisco Hospital (Stanford Serv San Francisco BS. Vom 237 1 1 195 
San Francisco Hospit al 
San Francisco 333 3,446 1 3 
(irace-New Haven ¢ Hospital New ‘Hav en, Conn. vac x12 4,227 1 3 
Washington Cent 
Episcopal Eye, Ear and T hroat Hospital Washington, D. C. ww 9,023 16,252 2 6 215 
Northwestern University Medical Center 
University of Illinois Hospitals 
Illinois Eye and Ear Infirmary Chicago 33,130 5 15 125 
Indiana University Medical Center 
Indiana University Medical Center Hospital Indianapolis 278 1,448 1 4 165 
State University of lowa Hospitals owa City 2,589 9,297 4 12 M40 
University of Kansas Medical Center 3-*.............. Kansas City, Kan. ae” ere OY 10,704 1 3 125 
Kansas City General Hospital Kansas City, Mo 252 1,021 1 200) 
University of Louisville Medic al ‘ ‘enter 
Louisville General Hospital Louisville, Ky. W. ©. 72 6,501 4 157 
(harity Hospital of Louisiana 
Louisiana State University Unit 00005. New Orleans 720 7,081 2 4 100 
Eve, Ear, Nose and T hroat New Orleans 3,872 13,227 6 10 100 
Baltimore Eye, Ear, Nose end Phvoat Hospital Baltimore a kee 3,271 8,428 1 ‘ 150 
South Baltimore General Hospital Baltimore B25 3 3 180 
Massachusetts Eye and Ear Infirmary Boston 3,135 21,903 4 11 42 


Numerical and other references will be found on pages 556 through 559. 
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16. OTOLARYNGOLOGY—Continued 


Name of Hospital Loeation 
University of Minnesota Hospitals Minneapolis 

Veterans Admin. Hospital Minneapolis 
Homer G. Phillips Hospital St. Louis 
St. Mary’s Group of Hospitals St. Louis 
Washington University Hospitals 

Veterans Admin. Hospital 2-3. East Orange, N. J. 
Newark Eye and Ear Infirmary '-*-Harrison S. Martland 

Brooklyn Eye and Ear Hospital eee Brooklyn, N. Y. 
Kings C ounty Hospita ] 

Long Island College Hospital Brooklyn, N. Y. 
Elmhurst General Hospital Elmhurst, N. Y. 
Bellevue Hospital Center 

Div. IV-New York University Post-Graduate Medical 

Harlem Eye and Ear Hospital New York City 
Manhattan Eye, Ear and Throat Hospital '~*............ New York City 
New York Eye and Ear Infirmary 1-8..................0.6- New York City 
New York Polyclinic Medical School and Hospital '-*,... New York City 
Veterans Admin. Hospital 4-8.................... New York City (Bronx) 


Strong Memorial-Rochester Municipal Hospitals Rochester, N.Y. 
State University of New York Upstate Medical 

North Carolina Memorial Hospital 3-3................. Chapel Hill, 


B.C. 

Duke University AMliated Hospitals. 

Veterans Admin. Hospital Durham, N. ©. 
North Carolina Baptist Hospital ?-*................ Winston-Salem, N. ¢ 
University of Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital Cincinnati 
Cleveland 

Veterans Admin. Hospital Cleveland 
Ohio State University Medical Center 

Columbus, Ohio 

Columbus, Ohio 
University of Oklahoma Hospitals 1-8,................... Oklahoma City 
University of Oregon Medical School Hospitals and 

Portland, Ore. 

Veterans Admin, Hospital 1-8-26.....00..0...........05. Portland, Ore. 
Geo. F. Geisinger Memorial Hospital 3-8.................... Danville, Pa. 
Graduate Hospital of The University of Pennsylvania !-*.. Philadelphia 
Hospital of The University of Pennsylvania !-8............. Philadelphia 
Jefferson Medical College Hospital Philadelphia 
Temple University Hospital Philadelphia 
Health Center Hospitals of The University of 

Pittsburgh School of Medicine 

Providence, R. I. 
Medical College of South Carolina 

City of Memphis Hospitals Memphis, Tenn. 
Veterans Admin. Hospital Memphis, Tenn. 
Veterans Admin. Hospital eee Dallas, Texus 
University of Texas Medical Branch Hospitals 1-3..... Galveston, Texas 
Baylor University College of Medicine Affiliated Hospitals 

Veterans Admin. Hospital Houston, Texas 
University of Virginia Hospital '-8.................. Charlottesville, Va. 
Medical College of Virginia-Hospital Division 4-8......... Richmond, Va. 
*Gill Memorial Eye, Ear, and Throat Hospital............. Roanoke, Va. 
Veterans Admin. Hospital !-3.................. Milwaukee, (Wood), Wis. 


“Combined 4-year program Ophthahnology-Otolaryngology 


ae 
Chief of Service Se 55 a 
A. 670 8,322 3 
473 5,111 1 
D. 344 3,145 1 
314 242 1 
W. B. Allan..... 6,474 48,145 3 
J. A. Moore...... 1,545 11,1838 1 
eee 280 2,570 1 
2,71 1,738 1 
1,393 3,944 2 
kK. M. Day-T.. B. MeCullough...... 4,605 5,617 ? 
ee eer 434 5,877 1 
Inel. in Ophthalmology 1 
800 4,004 2? 
Inel. in Ophthalmology . 


Numerical and other references will be found on pages 556 through 559. 
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17. PATHOLOGY 
Residency programs in the following hospitals have been approved by the Council and the American Board of 
Pathology as offering acceptable training in the specialty. Services which have been evaluated on the basis of 
training in the two categories, pathologic anatomy and clinical pathology, are designated as follows: a 
pathologic anatomy only; c--clinical pathology only; p—pathologic anatomy and clinical pathology. 
Hospitals, 633; Assistant Residencies and Residencies, 2415 


= 8B #2 
es 428 §42 $82 abd 
ES $45 ENE Est 23 FEE GE 
UNITED STATES AIR FORCE 
UNITED STATES ARMY 
Deny H. A. VanAuken...... 276 411,177 5,055 5,055 8 4P 
San Antonio, Texas 912,598 5,871 5,871 2 8 4P 
UNITED STATES NAVY 
San Diego, Calif. 437 844,388 7410 7,410 2 4? 
canes Albans, N. Y. 119 331,100 8,098 8,098 1 4 3P ae 
Philadelphia B. Smith, dr........ 15] 265,921 4,325 4,325 ] 4 4P 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Public Health Service Hospital New Orleans A 53 158,986 2,944 2,671 1 2 3p 
U. 8. Public Health Service Hospital Baltimore 156,840 2,940 2.814 1 4 4P ee 
National Institutes of Health-Clinieal Center '-%.......... Bethesda, Md. H. Stewart- 

187 1,796 1,796 4 11 ar 
U.S. Publie Health Service Hospital Stapleton, S 121 210,239 4,041 3,584 1 4 4P eee 
8. Publie Health Service Hospital 140 100,905 3,513 3,065 1 4 QP 
NONFEDERAL AND VETERANS ADMINISTRATION 
Birmingham Baptist Birmingham, Ala. 200) 316,105 9,696 9,696 2 6 4? 200 
Carraway Methodist Hospital 1-*.............ccccceees Birmingham, Ala, J. Cunninghain- 

60 115,093 2,400 2,400 2 4 4P 250 
University of Alabama Medical Center 

University Hospital and Hillman Clinie '-8.......... Birmingham, Ala. J. F. A. MeManus..... 825 271,786 7,433 6,419 2 9 4P 108 
Veterans Admin. Hospital MihatsthebakoaGesethadanues Birmingham, Ala. B. M. Hathaway...... 1838 224 645 1,741 1,741 1 2 34 ‘ 
Fairfield, Ala. We 97 141,027 2809 2.625 1 1 14 225 
Mobile, Ala. 285 104,544 3,854 2,434 2 2 34 300 
Phoenix, Ariz. 135 146,524 7,032 4,576 1 1 2p 250 
County General Phoenix, Ariz. M. Rosenthal ......... 135,827 2,049 1,805 1 2 2a 300 

Phoenix, Ariz. L. A. 223 185,992 6,731 5,694 1 3 3P 200 
Baptist Hospitai anes Little Roek, Ark. 1l2 135,438 5 R26 4,169 3 3 Qa 
Little Roek, Ark. Schlumberger ..... 205 167,722 7,446 7,446 3 6 38 150 
Little Roek, Ark. 203 195,911 1,976 1,976 1 1 14 
Kern County General Hospital '........................ Bakersfield, Calif R. W. Huntington, Jr. 361 186,214 2 659 2.58 1 3 4P 325 
Berkeley, Calit H. R. Fishback........ 65 81,12: 3,717 3,450 1 3 4P 175 
Burbank, Calif 130 133,384 5,093 3,586 1 2 4” 200 
City of Medical Center Duarte, Calif. Amromin........ 202 142,591 3,475 3,475 1 2 18 400 
San Joaquin General Hospital ?................... . Freneh Camp, Calif. H. J. Sehneider........ 337 141,911 2 034 2 034 1 2 34 260 
Glendale Sanitarium and Hospital Glendale, Calit 251 110,825 5,149 3,916 1 4? 
Loma Linda Sanitarium and Hospital Loma Linda, Calif 9? 073 3,257 3.200 3 4P 212 
Seaside Memorial Hospital Long Beach, Calif. 184 175,053 7,006 5,659 1 3 4P 235 
Veterans Admin. Hospital *- Long Beach, Calif. B. E. Konwaler........ 573 477 682 4,181 4,181 ? 6 4P 
Cedars of Lebanon Hospital Los Angeles N. B. Friedman....... 309 174,054 7.648 7,509 ? 4P 250 
Hospital of The Good Los Angeles 169 138,013 6 4,572 2 2 4P 225 
Los Angeles E 847,025 17,957 14,869 4 16 4P 246 
Queen of Angels Hospital Los Angeles a. 265 1,074,931 5,620 4,797 1 4P 200) 
ted Le eles 187 265 899 4,517 2,925 2 4 4P 150 
Highland- Alameda County Hospital Oakland, Calif. 321 139,709 5,911 3,754 1 4 38 200 

FOuUNGatION Hospital Oakland, Calif. M. Friedman ........- 388 286,147 123,407 11,036 5 4P 265 
Oakland, Calif. 167 153,453 5,734 4,726 1 4 4P 195 
Oakland, Calif. 6 334 168,674 2,613 2 61: 1 3 4P 
Collis P. and Howard Huntington 

Pasadena, Calif. D. S. Shillam- 

213,465 10,479 8,681 1 4 4P 240 
pacramento County Hospital +... Sacramento, Calif. F. Preuss.. 386,870 2,780 2 367 4 4P 300 
San Bernardino County Charity Hospital........ San Bernardino, Calif. J. D. Kirshbaum. Rat da 348 125,180 6,630 5,182 2 2 Qa 225 
San Diego, Calif. D. A. DeSanto..... 165,314 7,215 6,404 1 4 4” 200 

an Diego County General San Diego, Calif. 51,982 2 095 1,697 1 4 4P 175 

Wellington 45 37,337 3,298 2,055 1 2p 200 
San Francisco G A. 99 79,257 2,940 2,231 1 18 150 
Bospital 7%... San Franciseo M. Friedman- 

M. 241,030 6,797 5,777 2 2 ga 265 
San Franeciseo 135,427 4.497 3,733 1 4 4? 150 
Francis Memorial Hospitai San Francisco 142 82,537 5,721 3,942 1 4p 300 

.... San Francisco 101,438 4,589 2 84! 1 200) 

San Francisco A. Moody ...... 161 160,449 6,082 4,325 1 4 4P 150 

San Franciseo 

Dmiversity Service San Francisco 289 47,000 1,231 1,23) 2 4 34 195 

University of California Service 1-8... San Francisco . 280) 47,000 1,500 1,500 2 3 3a 195 

Stanford University Hospitals San Francisco 43,844 3,395 3,395 1 4 4P 

University of California Hospital San Francisco H. D. Hone 111,952 5,186 5,186 2 4 4? 210 
Veterans Admin. Hospital San Franciseo J. B. Frerichs- 

T. Feichtmeir ...... 178 170,881 2 2,965 4 3p 
BOD dose, Calif. L. R. Gram 163,262 6,220 4,074 3 
Santa Clara County Hospital San Jose, Calif. 283 289 2,373 2 375 1 4 260 

(‘ommunity Hospital of San Mateo County 1......... San Mateo, Calif. R. O. Holmes..... 68,835 1,274 1,144 1 oa 400 
a Barbara Cottage Hospital '-3......... ..... Santa Barbara, Calif. E. L. Benjemin....«.. 132 98,791 4,663 4,167 1 2 2a 200) 
John's Hospital Monica, Calif. 123 186,890 7,463 5,678 4 4 2a 200) 


Numerical and other references will be found on pages 556 ‘through 559. 
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Name ot Hospital Location 

Harbor General Hospital Torrance, Calif. 
Glockner-Penrose Hospital '-8...............06. Colorado Springs, Colo. 
University of Colorado Medical Center 


Weld County General Hospital.........................045. Greeley, Colo. 


Hartford Hospital '-4-* Hartford, Conn. 
St. Francis Hospital !-* Hartford, Conn. 


Middletown, Conn. 
Grace Haven © Hospital New Haven, Conn. 


Veterans Admin. Hospital 4-8-182,................... West Haven, Conn. 
Wilmington General Hospital Wilmington, Del. 
Washington, D. ©. 
Distriet of ¢ General Hospital '-*............ Washington, D. ©. 
Georgetown Washington, D. ©. 
George Washington University Hospiial Washington, D. ©. 
Sibley Memorial Hospital *-8..................0eec00ee Washington, D. C. 
Veterans Admin. Hospital Washington, D. ©. 


Washington Hospital Cente 


Central Dispensary and Emergeney Hospital '-3... Washington, D. ©. 


Garfleld Memorial Hospital Jashington, D. C. 
AGMmin. HOSPICE] *... Coral Gables, Fla. 
Baptist Memorial Hospital '-%......................... Jacksonville, Fla. 
Mount Sinai Hospital of Greater a Miami — Fla. 


Emory University Hospital Emory Ga. 
Memorial Hospital of ¢ ‘natham ah, Ga. 
Chicago 
Northwestern University Medical ¢ ‘enter | 
Chicago Wesley Memorial Hospital Chicago 


Chicago 
University of Illinois and 


Numerical and other references will be found on pages 556 through 559. 


aw 
22 sag 422 253 238 32 $8; 
EME EsS #28 28 aaa 

S. S. Madden.......... 487 310,696 3,688 3,619 2 4? 

116 6 623 3,268 2596 1 2 ga 
E. C. Beatty, Jr....... ) 134,428 3,591 6g 1 2 2p 
k. T. Neubuerger...... 141 108,244 5,078 3,938 2 4 ga 
E. Hildebrand ........ 132 55,215 WBS4 4,573 2 2 QP 
W. T. Wikle-J. Wood. 108 69,275 4,070 3,101 1 2 18 
A. E. Lubeheneo...... 133 57,328 4,073 3,248 1 2 2a 
178 78,518 3,789 1,999 2 2 28 
227 233,111 7,833 6,746 1 4 
952 167,327 10,631 7,711 ] 4 4P 

B. MeNaught- 

J. — 304 156 8,611 8598 4 7 4P 
E. H. 246 176,574 2,352 2 250 1 3 4? 
Bs, 159 63,602 2 1,828 1 2 2a 
M. Gallavan .......... 303 84,207 6,289 5,089 ? 8 4? 
214 150,516 4,872 4,275 1 2? 4” 
209 191,743 4,763 4,042 1 2 34 
Te 109 82,472 2,374 1,909 1 1 18 
142 83,232 3.874 3,390 1 2 
1,327 297,470 11,360 10,832 1 4 4” 
L. P. Hastings........ 259 228,476 6482 5.834 5 
R. Katzenstein ........ 104 121,743 3,383 437 2 2 28 
173 81,650 3,239 2 045 2 4 2p 
225 175,085 4,748 4,625 1 4 4” 
A. A. wid 252,429 9,021 9,021 1 2 4” 
133,144 4,148 4,148 1 4 4? 
123,628 1,210 1,158 2 2 
127.408 4,116 3,053 2 4” 
E. S. Breakell......... 188 151,433 6,524 2,973 1 3 4P 
149 2,150 5 3,737 1 4 4? 
232 155,338 4.818 4,818 1 4 4P 
122 192,940 1,761 1,600 2 2 2p 
J. W. Howard......... 322 243,404 5,258 5,040 4 
24 118,686 5,042 5,042 1 4 4” 
V. 4 109,771 2,114 2,114 1 1 
111 136,235 620 618 2 2 2p 
776 253,325 4,095 4,095 2? 6 
0. B. Hunter, dr....... 11 208,108 6,827 6,090 1 2 4” 
Geschickter 248 274,878 5,135 3,221 6 4” 
201 143,523 5,449 », 405 4 4” 
©. B. 168 101,647 4,930 4,481 1 2 4” 
171 166,000 1,800 1,800 1 4 
F. W. Konzelinann.. 134 137,692 4,029 3,623 1 4 4P 
239 156,333 4,836 4,082 4” 
336 142,708 2,329 2 329 ? 3 4? 
A. G. 76,952 217 2,155 1 2 2p 
J. W. 248 160,802 3,009 2,709 1 2 2a 
(. M. Whorton........ 134 117,208 3,511 4 4” 
Ww. Anderson.... 793 464,317 11,018 4 4? 
271 134,843 2,85 2 47 1 4 4P 
Ww 198 100451 6,618 5.61 1 3 38 
193 113,450 6,941 5,793 ? 6 4” 
kee 205 168,956 6,742 1 ? 2p 
F, 18) 145.845 6,042 6,027 1 4 4P 
152? 192,257 1,641 1.41 1 1 
M. I 153 160,000 4.542 4,558 3a 
W.H. Sheldon......... 274 6549 2 4 4” 
Howard, Jr......... 136 40,452 1,208 9?) 1 1 18 

139 70,000 1,628 1,106 1 1 

F. Eisenstaedt- 

59,830 1,587 1,462 2 2 1p 
102,352 3,007 2 632 1 3 4P 
127 92,952 1,057 1,057 2 2 
1,634 664,323 12,339 11,716 4 10 4P 
87 328 4,456 3,513 1 2p 
G. 9 69,247 3.203 1,682 1 1 1* 
J 139 94,590 3,518 2.563 1 2 3P 
L. 213 175,364 3,300 3,019 1 1 4” 
160 110,853 4,120 3,199 1 4 
466 589,754 5,757 5,757 2 6 4P 

idsohn- 

HL. Rappaport ...... 299 385,372 8,775 8,221 2 8 4P 
246 «273,387 6,147 1 4 4P 
W. Wartman- 

M. Wheeloeck...... 124 144,533 3,400 3,400 4 4P 
3265 151,089 1,694 1,694 2 3 4P 
268 196,693 3,938 3.938 1 3 4P 
69 84,536 3419 1,973 1 1 
G.M aa 235 267 661 5,411 5,411 2 5 38 
187 118,500 2,720 2 675 2 
J. B. 172,105 3,154 1 4 4” 
G. F. Stevenson........ 111 93,210 3,340 2.950 1 4 2» 
311 995,851 7,336 5,689 1 4 4P 
113 186,336 3,410 2 384 1 2? 14 
440 364,568 6401 916 4” 
©. A. Brakower........ 374 543,814 8,02? 2 7 4¥ 
205 29) PSS 249 1,904 2 4 
258 21410 6,338 0,471 1 4 4” 
520 660,956 5,263 5,263 1 2 4” 
Kraft-E. P. Elzi. 290 159,45? 6,277 4,575 1 { 4P 
M Alexander....... 1 137,673 3.3069 1 4 4” 
A. Mutthews..... 215 45701 3,767 1 1 4? 
L. A. Sehneider........ P35 119.66 1.93 » » 4P 


eginning Sti- 
pend (Month) 
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225 
175 
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225 
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300) 
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225 
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300 
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~ Zz ime oki 
& ER ze 
= Exs » =e 
Name of Hospital Location Chief of Service Som Bt 
Indianapolis General Hospital ees Indianapolis 422 150,164 2 934 2,898 1 4 4? 205 
Medical ¢ enter Indianapolis B. 424 45,795 4,380 4,352 4 10 pad 175 
Indianapolis D. Rosenbaum ..... con 174,705 1,535 1,585 1 » 
Ball Muneie, Ind. L.. G. Monigomery.... 194,085 8,683 1 3 250 
South Bend Medical South Bend, Ind. C.S. Culbertson....... 308,000 13,419 9,626 2 6 
s Methodist Hospital Cedar Rapids, lowa 147,644 4,350 2,848 1 3 3P 
Des Moines, lowa Coieman........ 196 142,039 8,056 8,968 1 4 325 
State University of lowa Hospitals lowa City E. 1,112 6,363 6,363 2? 208 
University of Kansas Kansas City, Kan. R Stowell 415 $48,084 9,646 8,686 16 4 125 
Veterans Admin. Hospital ?................. Kansas City, Mo. A. 277,426 3,146 2,831 
Wichita, Kan. W. P. Callahan, Jr. 7 467,311 11,013 11,018 1 4 276 
Wichita-St. Joseph Hospital Wichita, Kan. °W. J. Reals............ 132 110,962 6,571 5,976 2 2 2p 800 
Covington, Ky. R. J. Ritterhoff....... 201 106,380 3,301 2,400 1 . 2? 225 
Louisville, ky. W. M. Christopherson. 347 203 865 3,452 3,384 2 4} 153 
Veterans Admin. Hospital eee Louisville, Ky. H. Goréoa 207 138,496 2,383 2,359 1 8 eee 
OF New Orleans 1,817 881 O81 19,389 19,389 3 12 41 100 
New Orleans 4 197,971 6 R80 6,536 1 3 4P 125 
Confederate Memorial Medical ¢ ‘enter Shreveport, La. 34 277 969 6,408 6,403 1 4 4P 125 
Eastern Maine General Hospital Bangor, Maine R Wadsworth...... 148,025 6,718 9,910 1 4P 100 
Central Maine General Lewiston, Maine ©. F 89481 5,216 5,216 1 = 
Portland, Maine J. E. Porter..........-. 170 167,133 5,052 4,169 4 4p 125 
Baltimore City Hospital anes Baltimore A. PD. Pollaek.......... $78 188,718 2,046 2,046 2 
1-3 > 1-3) _B imore Ss. ‘is er- 
Maryland General Hospital and Hospital for Women Baltimor oo oe 239 152,804 3,892 5,885 5 5 1" 220 
Union Memorial Hospital Baltimore W. C. Merkel.......... 209 139,898 3,493 5,435 4 4” 215 
Prince George's Gener Cheverly, Md. 100,431 2,914 2 2 2P 200 
Beverly, Mass. R. Fienberg 139 94,908 2061 2,061 1 2 3P 150 
Beth Israel Hospital Boston 190) 1W),621 4,336 4,240 2 38 58 
Boston H. J. MacMillan....... 48,955 406 4196 1 2 14 2) 
Massachusetts General Hospital Boston B. Castleman ......... 11,985 11,084 11,084 4 10 4P 67 
Massachusetts Memorial Hospitals Boston 8. C. Bommers.......«. 116 152,156 4,524 4,324 ? 4 4P 100 
Boston H. E. MacMahon...... 160 195,033 3,254 3,150 4 2a 100 
New England Deaconess Hospital Boston 255 176,629 7,599 7,599 2 10 4P 135 
Boston 290 155,060 2 935 2,935 6 4P 2 
das Boston me. 143 131,536 6,601 4,997 1 3 3a 125 
Veterans Admin. Hospital !-®.................... Boston (Jamaica Plain) J. D. Houghton....... 476 407 ANT 3,292 3,284 2 4 3P sa 
Cambridge, Mass. 183 102,507 2,412 2,400 2 2a 160 
Auburn Hospital Cambridge, Mass. H. E. McMahon....... 166 108,840 3,447 3,135 1 2 2a 125 
Fall River, Mass. 157 290,556 5,722 5,162 1 14 150 
Lawrence General Hospital 1-%.. Lawrence, Mass. onc Is] 101,973 1,776 1,776 1 4 3P 
Lowell, Mass 111 119,347 1,803 1,751 1 1 18 
Malden Malden, Mass. M. V. MacKenzie...... 66,700 691 691 1 1 2P 200 
Newton-W Hospital Newton- Lower Falls, Mass. 111 129,405 5,610 3,661 1 4 2p 200) 
Quiney, Mass. 16 107,484 2,771 2,771 1 3 4” 163 
Salem, Mass. D. A. Nickerson........ 272 107,870 S.018 S018 1 4 4? 200 
Springfield Hospital Springfield, Mass. W. 248 148,765 6,090 6,090 l 4 38 125 
Worcester, Mass. 178.602 3,640 » 14 175 
Worcester, Ma W. MacGillivray ...... 280) 97 3,158 3,158 2 3P 215 
Leila Y. Post Montgomery ‘Hospital .. Battle Creek, Mich. A. A. Humphrey....... M5 75,473 2200 2,057 1 14 275 
Dearborn, Mich. R. L. Mainwaring..... 158,013 4,974 1,843 l 4 
Harper Hospital '-3........... ees sie Detroit p. F. 3008 339,958 6,794 6,794 1 3 4” 275 
Mount Carmel Merey Detroit L. W. Gardner......... 360 255,294 7,012 7,384 2 6 275 
Detroit D. H. Kaump.......... 2% 170,127 4,462 4 ] 4 4? 
Wayne University Affiliated Hospitals 
Detroit Memorial Ho spital Detroj D. Langston........ 173 122? 9? 1 4,410 3.048 l 4P 275 
Detroit P. Martineau ...... 274 965 1,728 1,728 2 2 1p 20 
ale dia Detroit S. D. Kobernieck........ 151 147,241 4,602 3,418 3 3p 275 
Detroit E. R. Jennings......... 151 150,908 4,069 1.616 2 4P 475 
Wayne County onli Hospital and Infirmary 1-3......... Eloise, Mich. rere 401 369,009 6,190 6,190 2 7 4” 316 
Flint, Mich. E.G. Murphy........+- 448 152,665 4,811 5,734 4 4P $25 


Numerical and other references will be found on pages 556 through 559. 
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@f & EF 
exe E52 fe St BE 
ss S35 SHS £8 £8 BS 
of Hospital Location Chief of Service Sox RS 
Joseph Hospital Flint, Mich. E.G. 244 132.863 4,476 3.706 3 Sa 400 
Butterworth Hospital '-8......... Grand Rapids, Mich. 169,277 7.209 4804 4 4” 300 
St. Mary's Hospital TOT Grand Rapids, Mich. H. FE. Bowman........ 185,358 5,719 4,582 2 2 1" 275 
Jackson, Mich. J. H. Ahronheim....... 72 SS OST 2.319 2,319 2 2p 325 
Edward W. Sparrow Hospital Lansing, Mich. wn PPS 468 11,528 4 3" 425 
Pontiac Gepefal. Pontiae, Mich. 130,054 4,751 3,952 1 1 4” 325 
St. Joseph Merey Hospital Pontiac, Mich. 144 4,221 4,325 3 4” B25 
Saginaw General Hospital Saginaw, Mich. R. 163 1OS 651 4,207 4,029 4 4” 345 
Mary’s Hospital............... . Duluth, Minn. AL 272,884 1546 4,137 4 2a 200) 
General Hospital Minneapolis 304 470,012 3.459 3,031 3 3a 209 
St. Barnabas Hospital Minneapolis 147,792 7,153 6,131 ] 1 2a 235 
Mayo Foundation 1-%.............6. Rochester, Minn. J. W. Kernohan- 
DR? 000,000 86.1865 26,136 6 24 175 
Kansas City General Hospital No. Kansas City, Mo 360,738 4” 20) 
St. Mary's Group of Hospitals St. Louis H. Pinkerton......... 431.467 14.144 6.052 20) 
St. Louis J. M. Burnett......... 165,357 3,134 $007 4 4 14 
Montana Deaconess Hospital Gireat Falls, Mont. E. J. Kiehwald........ “4 055 ] 1 18 275 
Bishop Clarkson Memorial Hospital Omaha lle 045 4,018 3,728 3 3 300) 
Creighton Metnorial St. Joseph’ Omaha V. Moraguex .......... 15974 15974 4” 210 
Nebraska Methodist Hospital Omaha J. R. Schenken........ 134 6.950 ) 4” 300 
University of Nebraska Hospital J. R. Schenken........ 133 113.911 2,112 1 4 4” 175 
Atlantic City Hospital Atlantie City, N. J. M. Ackerman ......... | 95,790 4.283 2? pa 200) 
Our Lady Hospital Camden, N. J. kK. I kenridge. 173 152,735 4.449 2 2 250 
Jersey City, N. J. 111.141 3.000 3,442 l 3 175 
Jersey City Medical Center Jersey City, N. J. .......s: 275001 4441 444) 3 146 
Montelair, N. J. 17 159,959 4.701 4,387 ? 3 20 
Morristown Memorial Hospital Morristown. J. H. Ff M45 140.409 $3,022 3 250 
Burlington County Hospital Mt. Holly, N. J. 1s 70,128 1.414 1.414 100 
Hospital of Saint ee and for 
Newark, N. J. W. G. Bernhard....... 3,374 3,150 3 150 
Newark Beth Israel Hospital Newark, N. J. 230 6,112 6,112 ] 2 100 
Newark, N. J. A. Goldberg........ 14) 133,035 6,212 3 175 
St. Peter's General Hospital New Brunswick, N. J. 10 52,293 3.385 ? Lae l 175 
Orange, N. J. 13 4.480 3.380 l 4 4” 150 
Bergen Pines County Hospital Paramus, N. JJ. 112,362 Gor uur 2 Da 20) 
Paterson, N. JJ. ie 170 10.285 4.030 1.806) ? 4” 200) 
Summit, N. J. 122.645 5,541 4,633 ] 4 150 
Trenton, N. J T. Rathmell....... lid 117.418 2150 2150 4” 250 
Bataan Memorial Methodist Hospital Albuquerque, N. Mex. 73 34.704 O45 121 l 2p 20) 
Bernalillo County-Indian Hospital ?.............. Albuquerque, N. Mex. H. V. Beighley 
136 149,468 1344 4 4) 310 
Veterans Admin. Hospital Albuquerque, Mex. =... 126 OT 1.551 1 2» 237 
Albany, N.Y A. 3 167,354 7.830 7.880 2 4” 160 
Bender Laboratory Hospitals Albany, N. Y. 303 373808 330 S59 2 40 300 
Anthony N. Brady Maternity Home..................... Albany, N.Y. 
Veterans Adinin. Hospital) Albany, N. Y. 257 234,379 2,234 2 234 2 3Y 
Bronxville, N.Y. \ Evygston......... 444 1,908 1 S03 2 225 
Brooklyn, N.Y. lo 346,900 4,266 4,244 ] 1 1” 125 
Brooklyn, 187 247,87 1,800 1 4 4” 157 
Brooklyn, N. Y. 128 122606 1,140 1,140 2 3 30 105 
Jewish Chronic Disease Hospital Brooklyn, 7. 87 197,190 431 431 1 1 175 
Hospital Center... P. J. Fitzverald....... 1,268 650,693 10.372 10,372 7 10 4P 104 
Long Island College Hospital Brooklyn, N.Y. T. G. Morrione........ 04 160,207 $242 4,010 2 6 


Numerical and other references will be found on “pages 556 through 559. 
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o Vem nhe~ gw 
Name of Hospital Location Chief of Service Bok 
Brooklyn, N. Y. E. S. Wedding........ 116 130,460 2,058 2,053 2 1P 185 
Brooklyn, N. Y. R. Kentrowlte err 198 329, 689 5,568 5,568 3 6 4? 
Brooklyn, N. Y. B.S. 106 106,847 3,553 3,558 1 3 3P «175 
Brooklyn, N. Y. M Wachstein 99 108,556 1,653 1,65: 1 2 2P 125 
St. John’s Episcopal Hospital Brooklyn, N. Y. SS 101,836 3,677 3,677 1 2 175 
Veterans cAGimin, Brooklyn, N. Y M. Bovarnick ........ 300 306 430 3511 3,511 3 4 4P 
3. L. Vaughan...... 438 8.395 8,372 7,178 2 4 3P 175 
Buffalo “'Tannhauser TUR 120 33,812 4,843 3,820 1 3P 800 
Edward .J. Meyer r Memorial Hospital Buffalo 109,833 4,832 4,832 3 2a 248 
Roswell Park Memorial Institute Buffalo WW. 38S 12,336 6461 6,458 2 4 Qa 300 
Buffalo J. B. Sheffer....... 288,249 1,871 1,497 1 2 3p 
Elmhurst General Hospital hE T Elmhurst, N. Y. I, Chapman .......... 206 119,592 2,133 1,74 1 4 4P 104 
Arnot-Ogden Memoria! Hospital Ehnira, N. Y. 104 68,058 3429 3,429 1 250 
Elmira, N. Y. J. A. Mitehell.......... 127 16551 3,356 2,089 28 
Flushing Hospital and Dispensary Flushing, 162 130,62 3,908 3,599 4 4p 175 
Glens Falls, N. Y. es 118 10? 494 4.328 4,178 1 2P 250 
Mary Immaculate Hospital. Jamaica, N. Y. M. Bevilacqua ........ SY 101,133 3,186 2,670 2 4 2p 160 
N. Y. G. Silverman ......... 624 103,075 4,611 4,611 4 8 71 
Charles S. Wilson Memorial Hospital Johnson City, N. Y. 208 168,064 5,980 8.590 1 4 4P 225 
Kingston Laboratory Kingston, N. Y. 17 2017 560 4,702 4,702 1 3 2p 300 
St. John’s Long Island ¢ ‘ity Hospital '-%....... Long Island City, N. Y. m. BOMCOTR ceccveceess 132 7 ADO 1,528 1,460 1 1 1p 2 
North Shore Hospital Manhasset, N. Y. LOL 517 3,026 2444 1 250 
Mount Vernon, N. Y. Shamo®........ 11 82,481 3,048 3,648 1 2 3P 200) 
Long Island Jewish Hospital New Hyde Park, N. Y. 4. 185 791 3 3P 75 
New Rochelle, N. Y. 132 123,235 4.867 4,867 1 1 
Bellevue Hospital Center 
Div. I1l-—-New York University College of York City 63,106 9498 9,498 3 10 4P 7 
Beth Israel Hospital kia New York City 121 126,882 4,499 4,499 1 4 4” 140 
New York City 91 193 366 2 2 80s 1 2 2» 100 
Bronx Municipal Hospital New York City A. A. Anvrist.......... 334 3,306 3,806 6 612 105 
New York City L. J. Millman......... 231 130,010 2,374 2,374 1 2 ga 104 
New York City 13 125,443 3,134 3,134 6 6 3a 105 
Goldwater Memorial New York City Rosenthal ......... 113 806,668 406 406 2 3 2» «104 
New York City V. B. Dolgopol........ 391 212,287 3,624 3,624 1 3 71 
Kn ickerbocker Hospital New York City 9,355 1280 1,105 1 1 18 
Lenox Hill Hospital New York City 101,085 5,126 5,126 1 4 4 180 
Memorial Center for Cancer and Allied Diseases.......... New York City Fr. W. Stew Mrt......... hor 34,793 18,771 18,771 10 3a 300 
New York City H. Zimmerman ....... 163,817 4,795 4,795 2 7 «187 
Morrisania City Hospital New York City 803 135,130 2 2,034 1 3 104 
New York Medical Colleve eee game Medical Center 
Flower and Fifth \venue Hospit New York City 185,940 6064 4,005 2 4? 
New York City 260) 174,933 2074 1,305 ] 4 104 
New York Polyelinie Medical Sehool and Hospital'-3..... New York City W. Finkelstein..... 465,433 5,827 5,827 3 
New York University Bellevue Medical Center 
Presbyterian Hospital New York City H. P. Smith-R. Lattes 590 340,500 9,308 9,308 2 7 38 250 
St. Barnabas Hospital for Chronic Diseases 1-8, New York City 138 S4 307 1,168 1 9 op 75 
New York City 112 125,223 3,903 3,864 > 4 2P 200 
New York City‘ 244 223,619 3,876 3,876 4 4p 100 
New York City A. Rottino ........... 373 216,547 4,366 4,366 2 3a 20K) 
Veterans Admin. Hospital 1-8.................... ew York City (Bronx) a. | ree 380 $78,213 3,790 3,790 3 6 3P 
Veterans Admin Hospital New York City (Manhattan) 275 274,591 2,902 2,902 3 6 4” age 
Vassar Brothers Hospital Poughkeepsie, N.Y. L. Dreytuss........ 134 «105,389 4,165 4,165 2 2 2 250 
Rochester Hospital Rochester, N. Y. @G. Bohrod......... 383 168,037 8,923 7,138 4P 125 
Rochester, N. Y. 268 172,115 7,853 3,720 2 6 4” 200 
Strong Memorial: Roe hester Municipal Hospitals 1-8.... Rochester, N. Y. 4,239 5,239 34 117 
Schenectady, N. Y. 450,324 6,393 6.393 4 3P 150 
St. Vineent’s Hospital Staten Island, N. Y. 146 116,473 13,124 9,981 
Beaten felend Hospital Staten Island, N. Y. 68,910 2,028 2,028 18 200 
Syracuse, N. Y. 168 136,911 3,652 3,652 l 2p 191 
State University of New York Upstate Medical 
Syracuse, N. Y. |. B. Pereuson....... 386 8,204 8,204 8,204 6 6 38 233 
Utiea, N. Y. 61 27,201 150 150 1 5 4” 
eee Valhalla. N. Y. 661 283,172 3,549 3,015 6 4? 15h 
St. John’s Riverside Hospit: Yonkers, N. Y. ©. De 64,893 1,716 1.641 1 1P 250 
North Carolina Memorial Hil. N. C. M. Brinkhous...... 246 213,357 12,338 12,338 3 12 4P 
Charsotte Memorial Hospital harlotte, N. ©, P. Kimmelstiel ....... 223 199,495 7,665 7,449 4p 
‘harlotte, N. H. L. Large, Jr....... 122 118,882 4,773 1,614 
Duke University \ ffilia ted Hospitals 
Durham, N. C. 364 G68 756 7,718 7,718 3 12 38 110 
Veterans Admin. Hospital Durham, N. 14] 176,859 2,629 5 4P 
Durham, N.C. d.U. Gunter.......... 80 170,682 5,567 5,548 1p itt 
Oteen, N. C. Kanne 347,248 1,911 1,911 1 1p 
North Carolina Baptis t Winston-Salem, N. C. R. P. 308 318,453 38,208 2 7 4p 
Akron, Ohio 348 207 846 8,52: 8,525 1 3 3" 
Akron Akron, Ohio 205 264,795 61155 5,135 1 4 4p (9 


Numerical and other references will be found on . pages 556 through 559. 
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Name Oot Hospital Location 
University of Cincinnati ¢ of Medicine Hospital Group 
Cincinnati General Hospital 2-9,.........ccccccccscsssccccees Cincinnati 
Good Samaritan Hospital Cincinnati 
Cleveland Clinic Hospital !-*...... TTT . Cleveland 
HOGG Hospital Cleveland 
Lutheran Hospital '-%.............. Cleveland 
University Hospitals 1-%............. Cleveland 
Veterans Admin. Hospital Cleveland 
Children’s Hospital !-%............. Columbus, Ohio 
Ohio State University Hospitals 
White Cross Hospital Columbus, Ohio 
Miami Valley Hospital ?~8........ Dayton, Ohio 
Springheld City Hospital Springfield, Ohio 
Trumbull Hospital Warren, Ohio 
of Oklahoma Hospitals * an Oklahoma City 
University of Oregon Movies School 
F. Geisinger Memorial Hospital 1-%.................... Danville, Pa. 
M. Fitzgerald Mercy Hospital Darby, Pa. 
Harrisburg Hospital Harrisburg, Pa. 
Conemaugh Valley Memorial Hospital Johnstown, Pa. 
Albert instein Vedical Center 
Philadelphia 
Germantown Dispensary and Hospital $-4................... Philadelphia 
Graduate Hospital of the University of Pennsylvania '~4... Philadelphia 
Hahnemann Medical College and Hospital '-*............... Philadelphia 
Hospital of the University of Pennsylvania '-3............. Philadelphia 
Hospital of the Woman’ s Medical College 
Philadelphia General Hospital 1-3..............cccccseeeceees Philadelphia 


1- 
Health Center Roapitals of the University of Pittsburgh 
School of Medicine 


Pittsburgh 
Elizabeth Steel Magee Hospital 3-8.............c0.cceccecces Pittsburgh 
Francis General Hospital and Rehabilitation Institute Pittsburgh 
Western Pennsylvania Hospital Pittsburgh 
Community General Hospital 1-8...............ceseeeecceees Reading, Pa. 
Reading Hospital 4-8............ Reading, Pa 
St. Joseph’s Hospital Reading, Pa. 


Numerical and other references will be found on pages 556 through 559. 
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= at ES 

2 $43 ENE EEE 255 

ss Sse SS OF GAL 

. G. Henderson...... 285 233,858 1,348 4,348 1 4 4” 
140 147,572 5,004 5,120 4 4” 
J.B. Hamblet......... 131 31,562 5,002 3,935 1 3 
657 145,830 4,198 4,198 3 7 4" 
L Z. 246 POR 842 11,212 4,797 
P. Wasserman ........ 263 267 ,332 7,110 6,302 1 4 iv 
353 290 507 2,742 2,742 6 0 4” 

144 21,384 5,708 5.708 2 2 
W. Sinclair, Jr......... 153 81,069 2,857 2,677 1 2? 2p 
283 167656 6,045 6,045 1 4 4? 
Dominguez ........ 277 314,684 6,235 5,809 1 4 

S. Mackrell, Jr...... M5 179,110 3,990 3,576 ] 3 4” 
333,175 9,123 9,123 3 10 
265 289,443 3,787 3,500 4 4 
W. A. Newton, Jr...... 2s] 99,730 2,176 2,149 ? 3 1p 
143 123,450 4,963 4,953 2? 14 
= VOM 595 825,220 41,606 41,606 in 4" 

. J. Johansmann., 204 207 888] 1 3 
3826 321 643 10,020 10,020 3 12 4” 
G. W. 251 199.885 1,797 1,797 3 3 
138 111,457 1,4? 1,842 | }3 
©. L. Bhumetein....... 194 134,814 4,405 3.311 ] 4 
185 127,304 4,404 3,018 1 2 2p 
189 147,392 5,707 1,696 ] 2 4” 
218 174,117 6,292 6,292 2a 
B. Terr 272 133,671 5,210 4.889 ] 
R. 135 151,962 3,604 3,323 ] ? 2a 
J. Criechio........ 172 102,246 7,266 1,369 1 } 
A. E. Rappoport...... 305,579 6,957 6,957 
121 295, 600 S680 6449 | 3 4P 
250,172 4,279 3.847 ] 4 4? 
V77 159,397 6.807 1 
149 203,821 7,282 7,282 ? ? 4P 
336 P03 ADD 8,321 6,041 1 1 
W. Lemmen......<. 144 302 363 9,253 8.105 1 4” 
232 233,679 6,674 5,134 1 4? 
WwW. C. 

444 3.465 3.465 5 4 4” 
E. 230 196 035 600 2 500) pa 
W. 187 977 589 5,285 5,193 4 4¥ 
291 °51,741 5,280 4,047 4 
121 152,580 6,512 5,622 2a 
131 134.906 4.429 4,429 2 2 1" 
234 132,759 3,678 3,678 1 ? 
211 260,716 4,499 4,117 4 4” 
B 270 137,387 3 697 3,697 1 4 28 
152 253,183 3,240 3,172 ] 4” 
W. H. Miller.......... 14 94,414 G04 O64 16 
E. L. Armstrong...... 19? 335,981 7,003 6,520 4 4P 
R. B. Eisenberg....... 180 176,259 4,093 4,054 ] 
W. 304 310,071 17,058 17,008 1 4 4” 
231 24? 733 6,335 6,335 ] 2a 
©), 177 45,192 5.579 4,720 1 4 
W. M. O'Donnell...... 205 168,180 4,058 4,058 2? 4 2a 
148 125,204 4,511 4,208 1 2 2a 
290 676 134 »,134 2 4 
D. Meranze ...... 143 172,593 4,689 4,689 4 4” 
18] 182,157 2 699 ? 699 1 1 4P 
158 125,981 3,095 3,095 2 2 
J. eee 195 113,122 3,296 3,296 1 4 4P 
A. Valdes-Dapena 167 180,998 3,108 3,108 1 3 38 
J. E. Imbrielia........ 327 282,218 6,299 6,299 2 6 4P 
H. Enterline- 

eae 394 451,484 8,733 8,733 12 4? 
110 89,618 9155 2,141 4” 
323 26,149 7,657 7,657 9 7 
isi 178 168,088 5,093 5,093 1 4 
166 140,018 3,128 3,128 1 2p 
362,772 6,460 6,460 4 4 4P 
1,132 682407 8,088 000 5 
240) 160,022 4,446 3,982 4 7 4? 
B. 271 511,308 6,907 907 3 10 
A. L. Pietrolnongo.. 323 234 408 1,968 1,968 2 4 3a 
©. 267 193,540 5.414 5,414 1 4 
M. M. Bracken........ 202 9,576 6,024 4? 
K. Y. Yardumian....... 157 151,243 5,735 4,398 3 3 
G. H. Fetterman...... 155 123,944 1,359 1,359 ? 3 1p 
J. C. Henthorne....... 189 98 036 i 4,738 1 2 2P 
612 413,941 11,644 11,644 7 13 4” 
RB. C. 229 234,396 3,515 3,498 1 3 
I. 76 81,146 1,871 1,821 1 1 1p 
E. L. Heller 105,816 3,397 ? 264 1 2 4P 
133 125,696 2,489 2 489 1 3 oa 
E. Fisher...... 269,003 2,517 2,517 2 4 
R. G. 271 202 6.81] 5,632 8 4P 
75,319 2,413 ? 371 
W. P. Jennings. bia 279 169,190 3.709 3,679 4P 
G. Desjardins ......... 155 133,439 4,390 3,07] 1 4 Qa 
163 214,484 3,14 3,144 1 3 
cS 106 102,192 257 1,448 ] 1 14 
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' 
Natne of Hospital Location Chief of Service ZS = 
Wilkes-Barre General TTT TIT Wilkes-Barre, Pa. ©. E. Rodriguez....... 8,589 1 2 22 8625 
Medical College of South Carolina 
rer rrr Greenville, S.C. E. A. Dreskin.......... 236 180,992 15,933 7,695 3 4p 250 
Spartanburg General Hospital Spartanburg, 8. ©. 10047 7,011 7011 1 1 4P 
Baroness Erlanger Hospital Chattanooga, Tenn. J. W. Adams.......... 2290 14,694 3 a 
East Tennessee Baptist Hospital Knoxville, Tenn. 106 104,053 4,096 2 2p 250 
St. Mary's Memorial Hospital Tenn. G. Mahon .........:... 
Baptist Memorial Hospital Memphis, Tenn. M. L. Trumbull....... 307 285,071 18,091 11,616 3 9 4p 310 
City of Memphis Hospitals Memphis, Tenn. D. H. Sprunt.......... 657 B1,617 5,898 5,808 6 618 125 
George W. Hubbard Hospit: ip cet Nashville, Tenn. . 160 1,925 2,067 2,067 2 2 2a 125 
Nashville General Hospital eee Nashville, Tenn. W. 105 ATO 2 
Oak Ridge Institute of Nue lear Studies Ouk Ridge, Tenn c. Steffee.. 40) 14,831 198 2 14 167 
Austin, Texas J. R. Rainey, Jr. ..... 134 4,819 2,763 2,286 1 2a 200 
Memorial Hospital Dallas, Texas 327 669,305 4,308 1,398 2 6 4” 125 
Fitzwilliam ...... 178 14,264 13,609 2 4” 300 
Worth, Texas oO. J dr. . 2b 208 321 5,161 4,189 4” 300 
of Texas Medical Branch Hospitals Galveston, Texas 10 987 6,039 6,003 2 4” 160 
Baylor University College of Medicine Affiliated Miccpitale 
ouston, Texas 389 176,664 2 01 2,292 2 4 4” 
ouston, Texas P. M. Mareuse......... 191 128,291 6304 4 4” 220 
Suicsoahe of Texus M. D. Anderson Hospital 
Houston, Texas ©. Russell......... 24S PUB 835 6045 6,645 2 4” 150 
Baptist Memorial Hospital San Antonio, Texas A. O. Severance....... 160 180,976 5001 4,713 4 4? 150 
Seott and W hite Temple, Texas W. N. Powell- 
Thomas D. Dee Memorial Hospital Ogden, Utah W. 119,133 3,728 ” 4 2p 300 
. Groves L atter- Day Saints Hospital '-8........ Salt Lake City 232 244,717 6414 4 4” 295 
Holy Cross Salt Lake City 1d 109,755 5 R34 5083 2P 200) 
Salt Lake County Hospital can Salt Lake City _ 197 11,332 1,808 1,780 4 38 150 
Salt Lake City O. N.-Rambo, Jr...... 91 76,259 1,330 1,004 1 18 
DeGoesbriand Memorial Hospital Burlington, Vt. {0868 1,735 1,720 3 180 
AGmin: Hoepital White River Jet., Vt. 73,332 1,088 WT l 
University of Virginia Hospital '-3.................. Charlottesville, Va. J. R. Cash 
©. B. Bobbitt...... 28 281,472 10,863 10,863 2 4 
Lynchburg General Lynehburg, Va. 11? 19,674 2 765 2 360 1 200 
214 165,967 4600 9,050 4 200 
Richmond, \ 69,244 3,417 3,417 1 18 250 
Medical College of Virginia-Hospital Division 1-3......... Richmond, Va. F. L. Apperly- 
157 570,086 9,910 8.924 9 4p 7) 
king County Hospital C nit No. 1 (Harborview) we 17,700 3,645 3,261 ] 3 125 
Spokane, Wash. J. Hill- 
MecCarthy..... 255 2A) 725 7.336 34 250 
Spokane, Wash ©. O. Christianson, 134,113 3,082 2,144 1 1 225 
Tacoma, Wash. _ 103 9,627 4,781 4,587 2? 2 2a 300 
Clarksburg, W. Va. 125 125,000 2 808 2 700 2 vp 250 
bd Huntington, W. Va. S. Werthammer ...... 237,380 6,708 6,446 1 1 275 
Veterans Admin. Hospital *-®....................... Martinsburg, Va. R. G. Gottschalk...... 128 1.278 1,015 1 2p 
Ohio Valley General Hospital 1-*....................... Wheeling, Va 106,308 5,612 4,551 4” 300 
Madison General Hospital Wis. 21s 128,638 6,031 6,031 2 4” 150 
Madison, Wis. W. D. Stovall- 
D. M. Angevine...... 38 5,220 5,172 2 100 
COUNTY P75... Milwaukee J. H. Lunseth......... 711 342,127 5,173 4,908 2 4” 207 
Milwaukee ©. 227 185,003 5042 4,827 1 4 4” 
St. Luke’s Hospital 1-%...... Milwaukee 210 131,736 4,205 4,204 4 4” 275 
ode Milwaukee ns 134 100,731 5,024 8,450 1 3 iv 225 
Veterans Admin. Hospital 1-8................... Milwaukee (Wood), Wis. 271,361 2,692 2,473 1 3 4P 
Aneon, ¢ ‘anal Zone B, sc 347,580 2,513 2,513 4 345 
Honolulu, T. H. W. H Civin- 

P. 168,186 6,308 5,809 4” 150 
Honolulu, T. H. 116 121,762 4,978 3,165 ? 2 28 100 
Bayamon District Hospital Bayamon, P. R. 356 126,548 2,177 2,167 1 3 4P 250 
San Juan City Hospital] 3-%............ San Juan, P. R. E. Koppiseh ..... 172 2365,933 3,271 3,268 4 38 30) 


Numerical and other references will be found | on pages 556 through 559. 
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18. PEDIATRICS 


Residency programs in the Lag hospitals have been approved by the Council and the American Board o 

Pediatrics, through the Residency "| Committee for Pediatrics, as offering full training in the spemaity: 
. @., O or more years). 

Hospitals, 250; yoo Bai Residencies and Residencies, 1,671 


Name of Hospital Location Chiet of Service of Sas 
UNITED STATES ARMY 
Letterman Army Hospital San Francisco F. Biehusen......... 1,158 40 ” 4 
Fitzsimons Army Hospital Denver M. E. 641 24 4 
Washington, D. ©. L. J. Ge 739 3h 3 6 
William Beaumont Anny Hospital El Paso, Texas 3,573 42 6 
Brooke Army Hospital 3-8..............ccccceeeeeees San Antonio, Texas J. P. Pairehiid Pearerdsaewecseeress RM) 18 3 6 
UNITED STATES NAVY 
San Diego, Calif. E. R. 1,337 24 3 6 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
Precamen’s Hospital Washington, D. ©. 1] 2 5 218 
NONFEDERAL 
University of Alabama Medical Center 
Maricopa County General Hospitai Phoenix, Ariz. C. A, 646 21 300 
UDIVOTSICY *. Little Rock, Ark. K. od 2 966 74 4 6 150 
Kern County General Hospital Bakersfield, Calif. 1,488 4 325 
San Joaquin General Hospital French Camp, Calif. 773 2 260) 
General Hospital of Fresno County Fresno, Calif. 1,433 34 2 4 300 
Children’s Hospital !................ sos Angeles 2,007 52 11 23 15 
University of California Hospitai ,os Angeles J. Adams..... 1,014 3 9 198 
Children’s Hospital of the Rast Oakland, Calif. H. 7,187 6 12 295 
Highland-Alameda County Hospital Oakland, Calif. 1,374 2 3 200 
San Francisco H. E Thelander 9149 10 4 1) 
Stanford University Hospital 
of ¢ Hospitals 
San Francisco W. C. Deamer.......... SOT 36 3 7 210 
University of ¢ Medical Venter 
Grace-New Haven (¢ vommunity Hospital Haven, Conn. M. J. E. Senn-W. R. Wilson...... 870) 6 16 
Del. R. 600% 2,284 48 4 220 
Children’s Hospital Washington, D.C. H. 3,115 13 23 100 
Distriet of Columbia General Hospital Washington, D.C. L. Hoek... 2,268 10 238 
Georgetown University Hospital Washington, F. G. 1,361 3 175 
Duval Medical Center !-3— St. Vincent s Hospital '-3.. Jacksonville, Fla. J. K. David, Jr.-H. Carithers.... 3,070) 3] ; ) 150 
‘rawford W. Long Memorial Hospital Atlanta, Ga. J. H. 1,308 (i 280) 
Grady Memorial Hospital Atlanta, Ga. BR. W. 1,057 4 100 
University Hospital Augusta, Ga. -P. 1,444 20 3 200 
oyol niversity (Stritch School Medicine Affiliated Hospitals 
eres ‘Ho spital es Chicago W. H 1,605 24 4 200 
Michael Reese Ch cago 5, 13% i 12 136 
Of Chicago F. H. 1,260) 6 18 
University of Illinois Research and Educational Hospitals Chicago N. 1,728 ‘ ‘ 12 
Little Company of Mary Hospital.................. "Park, Ill. E. G. Lawler........ 4,601 14 ? 4 175 
Indiana University Medical ¢ enter 205 
Indiana University Medical Center Hospital *............. L. ‘Meike 1,767 121 ) 
Raymond Blank Memorial Hospital | for Children Des Moines, lowa L. 4,571 
State University of lowa Hospitals lowa City C. D. 1,621 
University of Kansas Medical ( Kansas City, Kan. H. 182 4 
St. Joseph Infirmary Louisville, Ky. J. B. Larson...... 8,185 4 210 
ersity of ille Hos itals 


Numerical and other references will be found on pages 556 through 559. 
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Name of Hospital Location 
Charity Hospital of Louisiana 


Confederate Memorial Medical Shreveport, La. 
University Hospital !-*......... Ann Arbor, Mich 
Butterworth Hospital Grand Rapids, Mich 
Minneapolis General Hospital '-*............................. Minneapolis 
University of Missouri Medieal © Columbia, Mo 
( s Mercy Hospital...... Kansas City, Mo 
Kans ity General Hospital No. 1 2**.......cccseec0. Kansas City, Mo. 

at. Mary's Group ot Hospitals ind St. Louis 


Creivhton Memorial Hospital.. ... Omaha 
Contagious County Hosnital 
Omaha Children’s Hospital 
iew Home 
Joseph Orphanage 


Mary Hitecheock Memorial Hanover, N. H. 
Gacy Catster Jersey City, N. J. 
Babies Hospital—Coit Memorial !-*.............cccccceeee Newark, N. J 
Beth Israel Hospit Newark, N. J 

Francis Hospital 3-3......... Trenton, N. J 
County- Hospit Albuquerque, N. Mex. 
Coney Island Hospital........... pa Brooklyn, N. 
Cumberland Hospital '-3............ Brooklyn, N. Y. 
Greenpoint Hospital Brooklyn, N. Y 
Jewish Hospital 1-*............... Brooklyn, N. \ 
Center... Brooklyn, N. ¥ 
Long Island College Hospital '-°........................ Brooklyn, N. ¥ 
Lutheran Medical ¢ ‘enter Brooklyn, N. ¥ 


John’ s Episcopal Hospital Brooklyn, N. ¥ 
Edward J. Mever Memorial ‘Hospital Buffalo 
Mary Imogene Bassett Hospital Cooperstown, N. Y 
Elmhurst General Hospit al 1- Elmhurst, N. Y. 
Meacdiowbrook Hospital Hempstead, N. Y. 
Charles S. Wilson Memorial Johnson City, N. Y. 
North Shore Hospital '-8........ Manhasset, N. Y. 
Long Island Jewish Hyde Park, N. ¥ 
Center 
div. LI] New York University Colleve of Medieine...... New York City 
Bronx Municipal Hospital ain New York City 
Fordham Hospital '-3........ New York City 
New York Hospital] 1-8............ New York City 
New York Medical College le an Medical Center 
Flower and Fifth Avenue er ree New York City 


New York Polyclinic Medical School and Hospital 1-3. " New York City 
New York University— Bellevue Medical Center 


St. New York City 
Strong Memorial Rochester Munieipal 

State U hiversity of New York Upstate Medical Center 

North Carolina Memorial Hospital “Chapel Hill, N. 


Numerical and other references will be found on pages 556 through ! 559. 
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=: = Ete Sle 
Name ot Hospital Location Chief of Service =— ces 
North Carolina Baptist Hospital Winston-Salem, N. © 1,749 37 125 
Mary Day Nursery and Children’s Akron, Ohio N. 3,463 is 9 9 250 
University of © 1" College of Medicine Hospital Group 
University ot Oregon Medic al Sehool 
Geo. F. Geisinger Memorial Hospital 1-3 Danville, Pa. 730 9 2 175 
Harrisburg Polyelinie Harrisburg, Pa 2 503 14 1 2 300 
Germantown Dispensary and Hospital Philadelphia 1,461 6 1 2 175 
Graduate Hospital of the University of Pennsylv: Philadelphia 313 9 1 2 
Medical College and Hospital Philadelphia ©), 1,254 16 4 8 7) 
St. Luke’s and Children’s Medical Center . Philadelphia MB. 10 3 3 125 
Hospital of the University of Pennsylvania !-8............ Philadelphia P. Gyorgy...... peadbhuesoaaseeunns 660 8 3 7 
Hospital of the Woman's Medical College 
Jefferson Medical College Hospital Philadelphia 678 7 2 4 10) 
Philadelphia General Hospital Philadelphia A. MeElfreah 87 4 8 121 
Temple University Hospitals 
St. Christopher's Hospital for children Philadelphia Ww. E. 3,874 10 28 
Health Center Hospitals of the University of Pittsburgh 
Robert Hospital Sayre, Pa. D. 2.650 1 3 200 
Rhode Island Hospital ! Providence, R. 1,312 16 3 7 100 
Medical College of South Carolina 
Columbia Hospital of Riehland County Columbia, S. C. 4.517 9 1 2 175 
Le Bonheur ¢ ‘hildren’ Memphis, Tenn. 1831 31 2 3 100 
George W. tubbard Nashville, Tenn. S16 7 2 6 125 
Driscoll Foundation Children’s Hospital '-8...... Corpus Christi, Texas C. BP. 1,080 2 5 200 
University of Texas Medical Branch Hospitals '-8.... Galveston, Texas 817 6 14 160 
Baylor University College of Medicine Affiliated Hospitals 
University of Texas Posteraduate Se of Affiliated Hospitals 
Robert B. Green Memorial Hospital '-%........... an Antonio, Texas C. B. Alexander.............0+:: 1,152 47 1 2 10) 
Santa Rosa Hospital San Antonio, Texas M. L. 
Salt Lake County General Hospital Salt Lake City 727 9 4 4 150 
University of Vermont Medical Center : 
De Goesbriand Memorial Hospital Burlington, Vt. R. O32 23 3 180 
University of Virginia Hospital Charlottesville, Va . adidell, 4 a) 
Medical College of Virginia Hospital Division 1-%...... Riehmond, Va. 8 14 75 
University of Washington Affiliated Hospitals 
King County Hospital Unit No. 1 (Harborview) ?.............. Seattle 2 3 125 
Milwaukee County Hospital Milwaukee M. G. 2409 3 3 5 207 
Kauikeolani Children’s Hospital Ho lu, T. H MeQuarrie 3,693 23 8 5 200 
Bayamen District Hospital Bayamon, P. R. O. 1,971 100 2 250 
Residency programs in the following hospitals have been approved by the Council and the American Board of 
Pediatrics, through the Residency Review Committee for Pediatrics, as offering training of less than two years’ 
duration, which is integrated with a fully approved training program. 
Hospitals, 22; Assistant Residencies and Residencies, 42 
NONFEDERAL 
Seaside Memorial Hospital Long Beach, Calif. W. 2 B48 1 2 235 
San Diego County General Hospital Ben Calif. sence 1,030 19 1 1 175 
Variety Children’s Miami, Fla. G. 982 17 
TT Chicago D. H. 758 2 1 1 225 
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18. PEDIATRICS—Continued 


Naine of Hospital Location 

Wyckoff Heights Hospital Brooklyn, N. Y. 
Flushing Hospital and ees Flushing, N. Y. 
Mary Immaculate Hospital Jamaica, N. Y¥ 
St. Francis Hospital New York City 

Thompson Children’s Hospital Chattanooga, Tenn. 
Baptist Memorial Hospita Memphis, Tenn. 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Pediatrics, through the Residency Review Committee ed 

duration which is in the process of being integrated with a fully approved program. Approval for one year 
of training has been granted a A to June 30, 1958. Continued approval roy contingent upon evaluation of 


Chief of Service 
G. 8. Lovejoy. 
H. Jacobson..... 


rveys being carried out prior to that 
Hospitals, 5; Assistant Residencies and Residencies, 7 


NONFEDERAL 
danse Brooklyn, N. Y. 
New York City 


W. R. 
rer 


19. PHYSICAL MEDICINE AND REHABILITATION 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Physical Medicine and Prarie through the Residency Review Committee for Physical Medicine and 
a 


bilitation, as offering acceptable training in the specialty. 
Hospitals, 66; Assistant Residencies and Residencies, 226 


Name ot Hospital Location 
UNITED STATES ARMY 

NONFEDERAL AND VETERANS ADMINISTRATION 
Los Angeles County Hospical . Los Angeles 

University of Colorado Medical Center 

Denver 
Grace-New Haven Community Hospital '-3........... New Haven, Conn. 
State of Connecticut Veterans Home and Hospitai., . Roeky Hill, Conn. 
District of Columbia General Hospital Washington, dD. Cc, 
Georgetown University Hospital '-3................... Washington, D. C. 
George Washington University Hospital PP susecies Washington, D. C. 
Georgia Warm Springs- Emory University 

Warm Springs, Ga. 


(Stritch Sehool of Medicine) Affiliated Institutions 


City of Chicago, Department of Welfare Convalescent Home...Chicago 
Northwestern University Medical ¢ ee 
Veterans Admin. Research Hosp Chicago 
Institute of Physical Medicine ‘Rehabilitation Peoria, Til. 
University of Kansas Medical Center *~8............... Kansas City, Kan. 
University of Louisville Medical Center 3~8................ Louisville, Ky. 
Massachusetts General Hospital . Boston 
Veterans Admin. Hospital '-4-183,........... .... Boston (Jamaica Plain) 
University Hospitals Ann Arbor, Mich. 
University of Minnesota Hospitals Minneapolis 
Mary Hitchcock Memorial Hospital Hanover, N. H. 
Veterans Admin. Hospital 1-9. East N. J. 
Veterans Admin. Hospital Albany, N. Y. 


Cen 
Diy. York U aie ersity € ‘ollege Medicine 263... New York City 


Goldwater Memorial Hospital 1-8-2727. New York City 

Bird 8S. Coler Memorial Hospital and Home !-8........ New York City 

New York City 
Veterans gg New York City (Bronx) 
Veterans Admin. Hospital New York City (Manhattan) 
Cleveland Clinie ‘Hospital .. Cleveland 
Highland View-Cuyahoga Hospital Cleveland 
Ohio State University Hospitals 

University Hospital *-*.............. Columbus, Ohio 


Chief of Service 


W. Moore, 
J. W. Thomas....... 


A. F. Mastellone... 


eee 


J. Bue 
Wis 


A. A. Rodriques...... 
B. Boynton .......... 


= 


eee 


R. MeMorris ......... 
A. L. Watkins....... 


He, J 


F. ‘Kottke 
F. H. Krusen 


Kk. Harpuder 


eee 


eee eee 


M. Peszezynski 


L. Rosenberg .......- 


Numerical and other references will be found on pages 556 through 559. 


Inpatient= 
Treated 


eee 


Inpatienta 


Treated 


1,419 
1,595 


Treatments 


Nuimber of 


127, 052 


6,071 
40,051 
26 607 
66,592 
48,849 
7 45 
113 
151,361 


15,624 


86,433 


49,055 
69,660 


A\ntopsies 
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First Yeur 


Residencies 
Offered* 


First Year 
Residencies 


for Pediatrics, as offering training of one years’ 


Offered 


Residencies 
Offered*® 


Total 


@ 


. 


— 


© 


Total 


x Residencies 


Offered 


Length of Ap- 
proved Pro- 
gram (Years) 


_ Beginning 
‘y= Stipend 
* (Month) 


Beginning 
Stipend 
(Month) 


2,110 100 
4,461 17h 
2,429 | 160 
O64 7 125 
728 275 
Is ‘ 275 
3,221 47 { 225, 
1/361 5 | 250 
2,23) om) 
1,136 1 225 
1,168 22 ] 2 175 
49) ] 100 
5,579 201,212 3 
4,012 160,672 ] 3 3 ne 1 9 5 7 
7,644 O7 » 6 3 
2 ? 6 3 180 
636 ? 3 3 
693 2 2 1 250 
2 O60) ] 8 150 
mamas 207 3 
1,606 27 829 3 
> 2,242 50,278 3 125 
430 31,398 3 
3 67 
ore 3,825 36,099 3 154 
2,812 80,147 3 300 
06,900 3 175 
265,240 3 218 
J 927 11,460 ] 104 
114,707 3 104 
| 36,249 1 Rt) 
330 5,107 ? 187 
166,466 3 308 
B. Stoll 1,772 140,989 3 
- 5,146 28,728 3 175 
ee... 21,969 | 3 177 
s....... 1,379 1 
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19. PHYSICAL MEDICINE AND REHABILITATION—Continued 


Name of Hospital Location 

Hospital of The University of Penneylvania Philadelphia 
Gonzales Warm em Foundation Hospital for 

Baylor University ‘ nena ot Medicine Affiliated Hospitals 

Medical College of V inginia- Hospital Division Riehmond, Va. 
Veterans Admin. Hospital 1-3.................. Milwaukee, (Wood), Wis 
Veterans Admin. Hospital '-3......... San Juan, P. R. 


Chief of Service 


E. 
E. 

W. 
. Martucei 
R.. 


- 


1. 
\ 


4. Schlesinger............ 
Muchover 


F. Von Werssowetz...... 


A. Leavitt 
W. Park 


R. Piaskoski 
n.d 


20. PLASTIC SURGERY 


Residency programs in the following hospitals have been approved by the Council, the American Board 


Plastic Surgery and the American College of Surgeons, through the Residency Review Committee for Plastic 
Surgery, as offering acceptable training in the specialty. 


Hospitals, 47; Assistant Residencies and Residencies, 109 


Netme of Hospital Location 
UNITED STATES ARMY 

NONFEDERAL AND VETERANS ADMINISTRATION 
University of California Hospital 1-3...................0005. Los Angeles 
Veterans Admin. Hospital Los Angeles 
Universicy Of AMiiinted 

Research and Educational Hospitals '-*.................00000e Chicago 

Indiana University Medical Center *.....................006. Indianapolis 
University of Kansas Medieal Center '-8.............. Kansas City, Kan. 
Ann Arbor, Mich. 
Dartmouth Medical Sehool Mospitals pe 

Mary Hiteheock Memorial Hospital '-8................ Hanover, N. H 

Veterans Admin. Hospital '!-3.............. . White River Jet., Vt 
Hospitals of Saint Barnabas, and for 

St. Pover’s . ats Albany, N. Y. 

Kings County Hospital 

Columbia Presbyterian Medieal Center 


Veteran's Admin. Hospital New York City (Bronx 
Strong Memorial-Rochester Municipal Hospitals Rochester, N.Y 
Stute University ot New York Upstate Medical Center 

Hospitals 


Ohio State University Hospitals 
University of Oklahoma TOT Oklahoma City 


Graduate Hospital of the University of Pennsylvania '-4 


Philadelphia 
Health Center Hospitals of the University of Pittsburgh 


University of Texas Medieal Branch Hospitals 1-3... Galveston, Texas 
Baylor University Medieal ¢ ollege of Medicine Affiliated Hospitals 
Jefferson Davis Hospita] 1-3-954,.. ouston, Texas 
Dr. H. Groves Latter-Day Saints Hospital '-8,....... Salt Lake City 


Chief of Service 


re 
= 
8. 
G. Humphreys, Ii....... 
P. Iverson- Von Deillen 


“Numerical ; and other references will be found on pages 556 through 559. 


patients 


Treated 


1.768 


Treatments 


Number of 


LOO 866 


First Year 
Residencies 


Offered® 


2 22 
A 
331 1 
GOs 7090 9 
653 1 
7 1 1 
In4 Ja 
1 1 
160 2 1 

Inel. in Surgery 

377 

Inel. in Surgery 2 
157 3 2 

ay 
146 6 4 
1 
1 
wd 3 1 
7 l 
40 Is 
1 
114 

Incl. in Surgery 2 
1 
248 1 
1 
O78 ; 2 
3 

317 
] 
TOG 
Is7 2 1 
703 3 
7 
733 2 
suo ot 2 
‘6 

82 
l 

178 an 
136 1 1 


Offered” 


of 


Total 


Total 


Residencies 


~ 


Residencies 
Offered> 


to 


Offered®> 


Length of Ap- 
proved Pro- 


Length of Ap- 
gram (Years) 


proved Pro- 


gram (Years) 


w 


Oo W W to tO IS 


Beginning 


Beginning 
Stipend 
(Month) 


|_| 
= Tw 
1.512 61,092 | eee 
2136 24,239 2 
141,860 121 
“74 17,483 
3.402 74,294 2 6 3 75 
1.260 243 816 3 3 
295 927 3 see 
7 616 9 2 1 
9 
198 
200 
300 
3 
PO) 
ee 15 
215 
125 
150 
175 
7) 
120 
273 
im) 
9 160 
2 9 104 
200) 
>» 140 
l LOD 
30S 
? 2 117 
2 233 
6 127 
») 
l 
2 175 
195 
3 160 
LOO 
14) 
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Preventive Medicine, through the Residency Review Committee for 
acceptable training in the specialty. 
School Location Director 
UNITED STATES AIR FORCE 
School of Aviation Medicine. Randolph Field, Texas 
UNITED STATES NAVY 
School of Aviation Medicine......... Pensacola, Fla. J. C. Early-A. Graybiel....... 
NONFEDERAL 
Ohio State University Medical Columbus, Ohio 


University of Rochester School ot Medicine 
t 


Department of Health 


Local Areas Population 
OCountion ©... 190 000° 
State of Florida...... W. 'T. Sowder.............Alachua County..... 65,900" 
757,700" 
Pinellas- St. Petersburg .......... 235,700" 
Peoria (City) and Peoria 
174,347 
Wichita- ss 297 288 
Baltimore County ..... $70,400" 
Montgomery County ............ 255 DOO" 
Washington County ............. 85,700 
Michigan Dept. of Health ....... (m) 
R. P. Kandle, Dep. Com.. 8,010,000 
State of North Carolina. x Churlotte-Mecklenburg ‘ounty .. BA 
Forsyth-Winston-Salem ......... 58,422 
Orange Pearson-Chatham-Lee 117,797 
91,100" 
S18, 70K)" 


* Estimated. 


e) 


ntistry 
University of Cincinnati Institute of 
Industrial Health, College of Cincinnati R. 
Ohio State University Medical 
Department of a Medicine.. 
University of Pittsburgh 
Graduate School of Public Health........ ‘“ 
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21. PREVENTIVE MEDICINE 


AVIATION MEDICINE 
The 


OCCUPATIONAL MEDICINE 
The following educational institutions have been approved 


programs in Aviation Medicine have been approved by the Counell and the American Board of 
Preventive Medicine, as 


offering 


For regarding pro- 


. write 
Medical Division 
Office Surgeon General, 
U.S.A.F., Washington 25, D. C. 
For information regarding pro- 
gram, write to 
Chief, Medical Division 
General, 
U.S.A.F., Washington 25, D. C. 


For information regarding pro- 
gram, write to 
Director, Graduate 
Training 

Bureau of orm and 
Surgery, U.S. Nz 
Washington 25, De 


Medical 


by the Council and the American Board 
Preventive Medicine, through the Residency Review Committee for Preventive Medicine, for T 


of 
REE years of 


training in Occupational Medicine. Ly 4 —— portion of these residencies will be given in the institutions 


listed. The inplant training is being a 


or further detailed information concerning a program, it is 


nged. 
suggested that the applicant » Big r= othe physician in charge of the particular program concerned. 


Loeation 


Rochester, N.Y J. H. Sterner.... 


PUBLIC HEALTH 


Physician-in-charge 


A. Kehoe...... ‘ 
Center, 


Residency programs in Public Health in the following states have been approved for TWO years of training 
by the Council and the American Board of Preventive Medicine, through the Residency Review Committee for 


Preventive Medicine. 


Location Director 


Spokane City 
Tacoma-Pierce 


Two other local Soe not yet selected. 
Excludes the cit 
To those sinaaing to work in state; transportation costs only to others 
) Excludes Berwyn, 

New Trier Township), all with full-time health officers. 


Assistance can be arranged for securing the MPH degree in the midst of, or after completion of, residency experience. Appointments normally are 


of W ilmington. 


Chieago, Evanston, Oa 


ark, Stickney Township, 


limited to those training for service in Illinois. Exceptions may be made in special cases. 


~ $ he 
aa 
= 
wes 8 
gas 
— 
Ane 
1 
2 ° 
3 302 
Stipend 
(Month) 
S481 
S400-500 
SK) 
$416-500 
S41 
400 
S475 
M417 
‘ 
S660 
S700 
Sow) 


and Winnetka (including Glencoe, Kenilworth, Northbrook, and remainder of 


Numerical and other references. will be found | on pages 556 through 559. 
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Arrangements for made on an individual basis 


(g) 42 city-county or county health dapartments and 5 city health departments in which training may be given depending upon local conditions and the 


needs and desires of the resident. 


h) Training is given in a combination of one county, one union health, and seven municipal health departments and in the divisions of the State 


Department of Health. 
) 


ssistance can be arran-red for securing the MPH degree after successful completion of residency experience. Appointments will be limited to those 


ie for service in Oregon. 
( excludes Detroit and Dearborn, each with full-time health officers. 
(k) To those training for service in Minnesota only 
(1) ‘Training is given in any one of 10 city health departments, 16 county health departments, or 15 distriet offices within the state. 
(m) Training to be with Michiean 4 hoe ot Health, with field experience in local health departinents, 
(n) Ineludes training at Montefiore Hospita 
(0) Training is given under one director in both the ¢ ‘ity and County Health Departments. 
(p) Stipend offered only to those residents who plan to remain in public health work in the state at least six years. 
(r) Arrangements tor remuneration made upon determination of fleld of interest and location desired, 


22. PROCTOLOGY 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Proctology, through the Residency Review ae ~ od Proctology, as offering acceptable training In the 
specialty. 


Hospitals, 13; Assistant Residencies and Residencies, 33 


2 2 De 
zt 2 "83 
23s S33 
=z = 
Name of Hospital Location Chief of Serviee = 
NONFEDERAL 
Ferguson, Droste, Fersuson Hospital Grand Mich. J. 2,115 22 2 4 
University of Minnesota Minneapolis Inel. in Surgery 1 
Health Center Hospitals of The University of Pittsburgh 
School of Medicine 
23. PSYCHIATRY 
Residency programs in the following hospitals have been approved for THREE years of training by the 
Council and the American Board of Psychiatry and Neurology, through the Residency Review Committee for 
Psychiatry and Neurology. (Applicants intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc., should refer to the Board requirements that the candidate have had at least 
two of the three years of his training in a program or programs approved at the two or three year fevel 
see summary of requirements American Board of Fsychiatry and Neurology, Inc., page 594.) 
Hospitals, 170; Assistant Residencies and Residencies, 2,602 
sf 
Name of Hospital Location Chief of Service 
UNITED STATES ARMY 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Public Health Service Hospital Lexington, ky. 3,316 lu 4 i2 
DEPARTMENT OF HEALTH, EDUCATION 
AND WELFARE 
Washington, D. ¢ 8,223 315 9 
NONFEDERAL AND VETERANS ADMINISTRATION 
University of Medical Center 
University Hospital und Hillman Clinie '-8.......... Birmingham, Ala. 2 
Veterans Adimin. Hospital Birmingham, Ala. 322 1 
University of Arkansas Afni Hospitals 
No. Little Rock, Ark. 3,089 30 4 12 
Metropolitan State Hospital Norwalk, Calif. 3,770 49 6 18 
Veterans Admin. Hospital Palo Alto, Calif. H.D "Witzieben 234 21 10 28 
University of Colorado Medical ( enter 
Girace-New Haven © ommunity Hospital *-®.......... New Haven, Conn. sinks 39 
Veterans Admin. Hospital Wiest’ Conn. E. B. 528 2 1 2 
Delaware Farnhurst, Del. M.A. Tarumlanz 1,386 57 4 14 


Length of Ap- 
proved Pro- 


ton 


Identifieation 


Program 


we 


20 


i8 
19 


Numerical and other references wil! be found on pages 556 through 559. 


gram (Years) 


Beginning 
Stipend 


Beginning 
Stipend 
(Month) 


(Month) 


218 
308 


246 


4 

150 

975 

185 

175 

PRO 

175 

225 

175 

195 

207 

30 
250 
49 
395 

108 
11 
Ld 
14 
13 200 
86 
16 216 
440 
333 
17 75 
440 
440 
i 200) 
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23. PSYCHIATRY—Continued 


Name of Hospital Location 
Georgetown University Hospital '-3................... Washington, D. ©. 
Northwestern University Medical Center Chicago 
Veterans Admin. Hospit Downey, IIL. 
Stritch School “Medicine Affiliated Hospitals 
University of Illinois Neuropsychiatric Institute Chicago 
Veterans Admin. West Side Hospital Chicago 
Indiana University Affiliated Hospitals 
Indiana University Medical ¢ enter Hospital Indianapolis 
University of Kansas Medical Center '-4.............. Kansas City, Kan 
F. Menninger Memorial Hospital ‘Topeka, Kan. 
Veterans Admin. Hospit al enh Topeka, Kan. 
University of Louisville Hospitals 
Charity Hospital of Louisiana 
State University Unit New Orleans 
Grove State Hospital Catonsville, Md. 
Veterans Admin. Hospital Perry Point, Md. 
Sheppard and Enoch Pratt ‘Towson, Md. 
Massachusetts Mental Health Center Boston 
Veterans Admin. Hospitals ot the Boston Area 
Veterans Admin. Hospital Bedford, Mass. 
Veterans Admin. Hospital '-8-'%4............. Boston (Jamaica Plain) 
Ann Arbor, Mich. 
Wayne County teens Hospital and Infirmary !~-%......... Eloise, Mich. 
Northville State Hospital * Northville, Mich. 
Veterans Admin. Hospital 
Kansas City General Kansas City, Mo. 
New Jersey State Hospital at Ancora '-3_........... Hammonton, N. J. 
Albany, N. Y. 
Brooklyn, N. Y. 
Kings (County Hospital 
Edward J. Meyer Memorial Hospital Buffalo 
Central State Hospital 99%, Central Islip, N. Y. 
Bellevue Hospital Center 
Div. IIl--New York University College 
Bronx Municipal Hospital Center *-*.............ccceeoee New York City 
New York State Psychiatrie ou New York City 
Manhattan State Hospital New York City 
AGmin. Hospital New York City (Bronx) 
Veterans Admin. Hospital '-*................New York City (Manhattan) 
Rockland State Hospital Orangeburg, N. Y. 
Hudson River State Hospital '-8-897................ Poughkeepsie, N. Y. 
(Creedmoor State Hospital Queens Village, N. Y. 


Numerical and other references will be found on pages 556 through 559. 


Inpatients 
Autopsies 
First Year 
Residencies 
Residencies 
Offered* 
Identification 
Beginning 
= Stipend 


Offered*® 
(Month) 


Program 


Total 


te 
x 


Fo 118 
See listing of this bospital in Follow Sectic 
k. 3 


. Solomon....... 


aw 


— 
too 


art 
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Chief of Service 
) 
23 300 
20) 
» 4 1) 
| 
38 236 
125 
3s ty 
4 | 
te 363 3 22 125 
K. A. Mennminger............. 240 7 300 
l 3 ee 
73 3 4 12 34 1) 
H. M. Murdock........... 2 267 
L736 13 3s 250 
| \. La Core. 3761 ball | 
D. W. Hastings-R. A. Jensen 11 
( Wittson 301 25 al 300 
M. Mendelson 970 14 p42 
H. W Potter 4 10 30) 
D>. Whitehead 2,079 tit 3 450 
S. M. Small 3.120 8 392 
Rosenberg 198 4 Ww 61 927 
\. Zitrin 19.10% 1?1 105 
M. Rosenbaum 331 i 49 157 
‘ 00000406 345 3 » 225 
2) 
1,321 ? 24 60) 
R. E. Peck... D438 24 
\. M. Stanley 9.966 107 10 414 
©. A. Kilpatrick... 5,691 Al 414 
H. A. La Burt.. 195 35 487 
5 A97 bo 7 64 450 
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23. PSYCHIATRY—Continued 


=£ £ Sac 
Sze Sse F826 
Name of Hospital Location Chiet of Service Es 2 AS 
Strong Memorial-Rochester 
Municipal Hospitals Rochester, N. Y. ee 1,361 as 26 63 117 
Ellis Hospital ? Schenectady, N. Y J. I 1,514 1 2 5 1 
State University a New York Upstate 
Medical Center Hospitals Syracuse, N. Y 802 1 5 15 233 
Veterans Admin. eepital 2 Syracuse, N. We Me 357 1 6 
Syracuse Psychopathic Hospital Syracuse, N. Y M. H. Hollender............... 536 1 2 6 66 487 
Valhalla, N. Y Us sconce 1,272 6 2 7 
Pilgrim State Hospital West Brentwood, L. N. Y. H. J. Worthing........ 129 2 23 450 
New York Hospital- Division 1-8-24,... White Plains, N. Y. 744 5 6 12 150 
North Carolina Memorial Hospital Chapel Hill, N. C. @. ©. BOM: TTT 658 1 12 40 260 
Duke University Affiliated Hospitals 
Veterans Admin. Hospital 1-8. Durham, N. C. J. B. Parker..... 383 1 5 
Graylyn-North Carolina Baptist Hospital Winston-Salem, N.C A. C. Randolph S4 2 9 166 
University of Cincinnati College of Medicine Hospital Group 
Cincinnati General Hospital Cineinnati 1,122 2 12 42 69 166 
Cleveland Receiving State 
Western Reserve U niversity Medien 1 School Affiliated Hospitals 
Ohio ‘State University Hospitals 
Columbus Receiving Hospital Columbus, Ohio 640 3 6 24 10 333 
Central State-Griffin Memorial Hospital Norman, Okla. 4,417 65 4 10 500 
University of Oklahoma Medic al Center 
Eastern Pennsylvania Psychiatric Institute Ph hiladelphia 326 3 10 300 
Pennsylvania Hospital -The Institute and the Department 
for Mental and Nervous Diseases 1-3. Philadelphia S43 9 6 17 
Temple University Hospita] 1-3-895, Philadelphia cet 148 6 18 74 
Western Psychiatrie Institute .... Pittsburgh 450 2 15 4x 75 267 
Medical Colleve of South Carolina Teaching 
Memphis, Tenn. T. 8 354 4 12 250 
Vanderbilt University Hospital !-3...... Nashville, Tenn. 101 2 6 76 50 
Memorial Mospital Dallas, Texas R. L. stu 125 3 6 10 125 
University of Texas Medical Branch Hospitals 1-3..... Galveston, Texas 2,55 12 10 30 77 
Baylor University ¢ wens of Medicine Affiliated Hospitals 
Veterans Admin. Hospital Houston, Texas A. D. 1,433 3 6 17 78 
University of Utah Affiliated Hospitals 
Salt Lake County General Hospital Salt Lake City 5 16 ee 200 
AGMIN. Salt Lake City M. P. Graeber....... 652 12 2 6 oe 
University of Virginia Medical ¢ enter Hospitals 
University of Virginia Hospital Charlottesville, Va. R. W. 74 4 80 50 
Medical College of Virginia: Hospital Riehmond, Va. ce 717 2 1 3 75 
University of Washington Atiisied Hospitals 
Veterans Admin. Hospital Milwaukee (Wood), Wis. 1,805 1s 2 4 ass 
Bayamon, P. R. R. Fernandez-Marina ......... 585 3 9 ee 200 
Residency programs in the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants intending to qualify for examination by the American Board of Psychiatry and 
e Neurology, Inc., should re‘er to the Board requirements that the candidate have had at least two of the three 
years of his training in a program or programs approved at the two or three year level see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 594.) 
Hospitals, 54; Assistant Residencies and Residencies, 410 
UNITED STATES NAVY 
Philadelphia J. F. 1,108 3 4 8 ee 
NONFEDERAL AND VETERANS ADMINISTRATION 
Herrick Memorial Hospital Berkeley, Calif. A. E. 595 1 1 3 300 
District of Columbia General Hospital Washington, D.C 4,206 6 3 3 oe 258 
George Washington University Hospital Washington, D. ©. e's 1 1 15) 
Jacksonville, Fla. 8S. G. 3 2 5 175 
Eugene Talmadge Hospital Augusta, Ga 4 9 4 200) 
Creighton Memorial-St. Hospital bass ha 4 2 6 210 
Essex County Overbrook Hospital !-3,............... Cedar Grove, N. J. eee 4,332 Y 6 Is 420 
New Jersey State Hospital Greystone Park, N. J. 9.390 158 4 12 515 
New Jersey Neuro-Psychiatrie Institute Skillman, N. J. 1,628 20 542 
Veterans Admin. Hospit Buffalo B. G. Se thutkeker. ... 179 1 1 2 56 


Numerical and other references will bi be found on ‘pages 556 through 559. 
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23. PSYCHIATRY—Continued 
3 
S 833 $25 ws 
Nate of Hospital Location Chief of Service Se 2 £20 £20 aS axe 
Veterans Admin. Hospital Canandaigua, N. Y. 2 004 30 3 6 65 
G Jaks, N. Y. J. S. N 9 19 10 200 
Gowanda State Homeopathic Hospital Helmuth, N. Y. 3,763 67 6 6 ‘ 450 
Kings Park State Hospital Kings N. Y. 8,904 113 4 oe 487 
Willard, N. Y K. 3,643 74 4 8 450 
Harlem Valley State snk Wingdale, N. Y L. — 6,706 64 7 7 450 
Cleveland Clinic Hospitai Cleveland G. WwW 610 1 3 70 175 
Harrisburg State Hospital Harrisburg, Pa 2.750 37 6 1? 532 
State Hospital for Mental Disenses Howard, R. I. 4,868 136 14 396 
Wauwautosa, Wis. C. ... 568 10 3 3 400 
Residency programs in the following hospitals have been approved for ONE year of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. ‘Applicants intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training in a program or programs approved at the two or three year level. see summary of 
requirements Tuareen Board of Psychiatry and Neurology, Inc., page 594.) 
Hospitals, 57; Assistant Residencies and Residencies, 208 
UNITED STATES PUBLIC HEALTH SERVICE 
National Institutes of Health-Clinieal Center Bethesda, 10 10 
U.S. Publie Health Service Hospital Stapleton, L.1., N.Y 44 1 i 2 se 
NONFEDERAL AND VETERANS ADMINISTRATION 
Agnews State Hospital R. P. Quirmbach............. 7,719 113 4 4 B95 
Logansport, Ind. J. W. Southworth............ 3,547 27 4 675 
Dr. Norman M. Beatty Memorial Westville, Ind. 3,202 34 4 365 
Crownsville State Crownsville, Md. B. C, Campden-Main.......... 3,44 37 461 
Boston Inel. in Int. Med. .. 2? 333 
St. Elizabeth's Hospital !-8........... Boston 1 1 125 
Foxborough State Hospital Foxborough, Mass. J. 1,808 3 
Med fle id. Mass. 1,910 4 7 52h 
Traverse City State Hospital Traverse City, Mich. M. D 4,192 5 41 
New Hampshire State Hospital !-%....................... Coneord, N. H 3,661 49 2 6 263 
Dounty 27%... Paramus, N. J. xs 1,232 3 ] 200 
Binghamton State Hospital 1-3-2382... Binghamton, N. Y. 0. H. 4,256 450 
ew York City K. F. 1 4) 
New York University-Bellevue Medical Center 
Abington Memorial Hospital Abington, Pa. 1 150 
St. Francis General Hospital and Rehabilitation Institute '-%, Pittsburgh 4,650 40 3 200 
Mendota State Hospital Madison, Wis. = 2 3A7 6 9 600 
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PSYCHIATRY PROGRAM IDENTIFICATION 

10. Serviee in child psychiatry. 45. Six months service at Receiving Hospital, Children’s Hospital, 

11. Six months service at Los Angeles County Hospital, Los Angeles. Detroit, and Pil County General Hospital and Infirmary, 

12. Nine months service at Mount Zion Hospital, six months at Langley Eloise, Miehig 
Porter Clinie and service in child psychiatry, San Francisco 46. University of Raanesote Hospitals, Minneapolis, Minnesota. 

13. Three months of service at Napa State Hospital, San Francisco 47. Three months service at Rochester State Hospital, Rochester, Minn, 
Hospital, Strickton State Hospital, Sonoma State Home and San 48. Affiliate serviee at Barnes Hospital, St. Louis and three months at 
Quentin Prison: and six months at Colwell Memorial Hospital. St. Louis State Hospital. 

14. Three months service at Fort Miley Veterans Administration Hos- 49. Six months service at Barnes Hospital, St. Louis, Missouri. 
pital, San Franciseo, and Langley Porter Clinie, San Francisco; +O. Service at St. Louis State oo and St. Louis City Hospital. 
may inelude elective services at University of California Hospital, Sl. Service at Lutheran Hospital, Omah 
Mount el  anaenaeee and Stanford University (Lane) Hospital, 52. Service at U niversity of Sebradira Hospital. 

San Frane 58. Affiliate service at University of Nebraska a and Creighton 

1. Three menthe service at Paecifie Colony Hospital, Pomona, and Memorial-St. Joseph Hospital, Omaha, Nebr ’ 
three months service in child psychiatry at Camerillo State Hospital. 4. Six months service at Newark City Hospital: “taees months at New 

16 liate services at Colorado General and Denver General Hos- Jersey State Hospital and three months in child psychiatry. 
pitals. +}. Three months service at Albany Hospital, Albany, New York. 

17. Affiliate service at Veterans Administration Hospital, West Haven, 6. Affiliate services at Edward J. Meyer Memorial Hospital aaa But- 
Connecticut State Hospital, Fairfield State Hospital, Norwich State falo State Hospital. 

Hospital and service in child psychiatry. 57. Six months service at King’s County Hospital, Brooklyn, New 

18. powee months service at Grace-New Haven Community Hospital, York. 

New Haven, Connecticut. 5s. Integrated program with service at Bellevue Hospital Center and 

19. Six months service at Governor Bacon Health Center, Delaware University Hospital. 

City. 59. Six months service at Mount Sinai Hospital, New York © av 

20. Two months service at George Washington University Hospital, 60. Service in child psychiatry. May inelude six months ; at 
Washington, Mount Sinai Hospital and three at Manhattan State 

21. fliliate service at Univ ersity Hospital, Augusta, Georg pital. 

2 ‘l'welve month service at the Neuropsychiatric histitute of the Uni- 61. ‘Twelve months service at New York Hospital and four months at 
versity of Illinois ineluding service in child psyehiatr Veterans Administration Hospital, New York City (Bronx), New 

23. Eighteen months affiliate service including serv hy at the Neuro- York. : 
psychiatrie Institute of the University of Illinois and three months 62. Three months service at — Rockland State, Albany Hos- 
in child psychiatry. pitals and Letehworth Villa 

24. Affiliate service at Neuropsychiatric * Sia of the University of 63. Six months service at Sooksoter State Hospital, Rochester, New 
Illinois and service in child psychiatr Yor 

25. Three months service at Veterans Administration Hospital, Downey 64. Six months service at Strong Memorial-Rochester Municipal Hos- 
Illinois, and service in child psychiatry. pitals, Rochester. 

%. Six months service at Veterans Administration Hospital, Hines, 65. Affiliate service at Strong Memorial-Rochester Municipal Hospitals. 
Illinois. May inelude service in child acca 66. Three months service at Syracuse Memorial, Binghamton, Syra- 

27. Six months service in child psychiatr ecuse and Willard service at Craig Colony and 

28. Integrated program including serv ts at Veterans Administration service in child psychiat 
Hospital, Indianapolis General Hospital and Indiana University 67. Affiliate service at Stat e Hospitals at Raleigh and Butner, North 
Medical Center and Affiliated Hospitals, Indianapolis. Carolina 

29. Integrated program ineluding service at Veterans Administration 68 Eighteen months service at Duke Hospital, Durham, North Caro- 
Hospital, — Sanitarium and Topeka State Hospital, To- Ina. 
peka, Kans: 69. Three months service at Longview State and Jewish Hospitals, 

30. Four months service at University of Louisville Services, Louisville, Cincinnati. : ; ; 

Kentucky, and four months service at Cincinnati General Hospital, 70. Integrated program including service at Cleveland Clinie and 
Cineinnati, Ohio Windsor Hospital. 

31. Three months service at University of Lovisville Services, Louis- 71. Integrated program including service at University Hospital and 
ville, Kentueky. A Veterans Administration Hospital, Cleveland, Ohio. 

32. Twelve months service at University of Louisville Services. May 72. Integrated program with service at Institute of the Pennsylvania 
include four months service at Central State Hospital: four months Hospital and Pennsylvania Hospital Department tor Mental and 
service at Louisville General Hospita Nervous Diseases. 

33. Four months service at Central State Hospital and serviee in child 73. Affiliate service at Temple University Hospital, Institute of Penn- 
psychiatry. sylvania, Hospital of the Woman's Medical College of Pennsyl- 

34. Integrated program ineluding service at Tulane University Unit, ’ 

Charity Hospital, New Orleans, and Veterans Administration Hos- 74. Six months service at Philadelphia General Hospital and service in 
pitals, New Orleans, and Biloxi, Mississippi. child psychiatry. 

35. Six Tronths service in child psychiatry and twelve months service 75. Two months affiliate serviee for institutional care. 

a = South Louisiana State Hospital. 76. Integrated program ineluding service at Vanderbilt University Hos- 

36, Service in child psychiatry. ; pital, Veterans Administration Hospital, Nashville, Veterans Ad- 

37, Three months service in child psyehiatry at aes Hopkins Hos- sslaietretion Hospital, Murfreesboro, and Central State Hospital, 
pital (Harriet Lane House), Baltimore, Maryla Nashville. 

2 rn ggg service at Boston State Hospital und service in child 77 eed months affiliate service at St. Mary’s Infirmary, Galveston, 

pital, Boston (Jamaica Plain), Massachusetts, and six months 78. Serv ice in child psyehiatry at Jefferson Davis Hospital, Houston, 
service in child psyehi ¢ 

40, service at Massachusetts General 79. Six months service at Veterans Administration Hospital, 
Hospital and MeLean Hospital, Waverly: may include 1 year train- Salt Lake City, Utah, and affiliate services at State Hospital, 
ing in child psyehiatry at James Jackson Putnam Children’s Provo, Utah. ; 

‘ 80. Integrated program including service at University of Virginia 

41. Twelve months service at University Hospital, Ann Arbor, Mich- aero ve Charlottesville and Veterans Administration Hospital, 
ig oano 

42. elversity Hospital, Ann Arbor, Michigan 81. Affiliate Prt ice at Southwestern State Hospital, Marion and 

43. Three months service at Coldwater State Home and Training Lynchburg State Colony, Lynchburg, Va 
School, — State and lonia State Hospitals and serviee in ehild 82. Six months service at Medical College of Virginia—Hospital Di- 
psychiat vision, Richmond, and service in child psychiatry. 

44. Six onthe service in child psychiatry at Children’s Hospital, Six months service at Veterans Administration Hospital, American 
Detroit. wake, Washington, and six months in child psyehiatry. 

24. PULMONARY DISEASES 
Residency programs in the following hospitals have been sggroued for ONE year of training by the Council 
and the Subspecialty wou for Pulmonary Diseases the American Board of Internal Medicine, 
offering acceptable training in the specialty. 
Mecpitale, {tt; Assistant Residencies and Residencies, 359 
= ~ es 
£% a as 
z= S25 385 
Name of Hospital! Location Chief of Service HES 
UNITED STATES ARMY 
WELFARE 
Freedmen’s Washington, D. Cc. B. M. Payne. 170 11 1 3 218 
NONFEDERAL AND VETERANS ADMINISTRATION 
County General Hospital Ave. M. Jeffrey ..... ll 1 1 300 
City of Hope Medical Center L. Tepper ..... 15 1 400 
Barlow Sanatorium H.W. Bosworth. 235 2 2 2 200 
San Diego County General Hospital !- San Diego, Calif. 251 5 1 3 175 
San Francisco Hospita 
University of California Service San Francisco 1 195 
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24. PULMONARY DISEASES—Continued 
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é £ Se a 
ase = 
z= 3 2 
Name of Hospital Location Chiet of Service oe nr 
Santa Clara County Hospital San Jose, alif. G. 215 7 1 2 502 

airmont Hospital of Alameda County San Leandro, Calif. J. Li, BACON... 440 30 1 1 195 
Tulare-Kings Counties Hospital #-8............. Springville, Calif, \ 454 600 

Norwich, Conn. N. L. Cressy... 827 20 4 4 $35 
Laue Heights State Tuberculosis Sanatorium *4-8....... Shelton. Conn. K. S. Howlett, Jr....... yese waster 644 13 2 2 205 
Veterans Admin. Hospital .... West Haven, Conn N. d'Esopo ....... 757 24 4 eas 
District of Columbia General Hospital 1-8..... Washington, D. C. 552 2 233 
George Washington University Hospital '-3.......... Washington, D. C. 610 34 2? 150 
Chicago State Tuberculosis Sanitarium Chicago 19 3 3 250 
City of Chicago Municipal Tuberculosis Sanitarium 4-%.......... Chicago H. Berard........ 8,801 of 2 2 185 
Michael Reese Hospital..... Chicago D. 254 18 1 3 100 
Peoria Municipal Sanitarium '-8........ Peoria, Il. 166 5 1 250 
Lake County Tuberculosis Sanatorium *-8............... Waukegan, Ill. }. K. Petter...... kes 272 10 1 250 
Indianapolis General Hospital ?............. Indianapolis J. H. Stygall....... eee 230 4 325 
Sunnyside Sanatorium Indianapolis D. 398 10 2 2 400 
Healthwin Hospital South Bend, Ind. E. W. 317 5 500 
University of Kansas Medical Kansas C ity, Kan. M. Fitz Patrick. 164 4 1 125 
Charity Hospital of Louisian 

Louisiana State Unit New Orleans W. R ee 210 12 2 3 175 
Central Maine Sanatorium 4-9-2538) Fairfield, 182 11 ] 15 
Baltimore City Hospital *-%........ Baltimore  E. G Beachain TIT a2 14 2 3 50 
Reston Sanatorium 1-3........... Boston J. A. Foley........ 98x 15 1 5 202 
Cambridge Sanatorium '-8......... bridge, Mass. R. Kurzmann 178 5 1 1 540 
Veterans Admin. Hospital Rutland Heights, — 1,150 1 1 
Middlesex County Sanatorium Waltham, Mas 582 1] ] 525 
Henry Ford Hospital *-8........... Detroit E. O. Coates, Jr...... 492 19 2 225 
Herman Kiefer Hospital *-*.......... Detroit P. T. Chapman..... . 2,504 87 ll 526 
Michigan State Sanatorium '-8......... Howell, Mich. W. F. Fidler........ 837 4 4 360 
Veterans Admin. Hospital *-*........... Minneapolis W. W. 625 40 ee ese 
Nopeming Sanatorium *-%.......... ... Nopeming, Minn. We. 653 13 1 1 150 
Glen Lake Sanatorium *-*......... Oak Te rrace, Minn. 780 28 3 a 206 
Mayo Foundation 3-8............ ous Rochester, Minn. H. J. Moerseh........ . Inel. in Int. Med. .. oe 175 
Mississippi State Sanatorium .... Sanatorium, Miss. H. Boswell ....... ee ee ee 
St. Mary's Group of Hospitais St. Mo. 257 7 1 1 100 
Veterans Admin. Hospital East Orange, N. J. M. K. Small..... WF 40 1 2 
New Jersey Sanatorium for Chest Diseases 1-8....... Glen Gardner, N. J. J. A. Smith esha seas eeekus 474 3 5 5 518 
B. 8. Pollak Hospital for Chest Diseases.............. Jersey City, N. J. 1,201 46 167 
Bergen Pines County Hospital N. J. 512 31 2 2 200 
Essex County Samatorium 1-8. Je d. I. Ocheret ....... wate 7h2 23 3 529 
Veterans Admin. Hospital *-*.............. nN. Mex. 16 1 1 
Albany Hospita) N. Y. F. Maxon..... 235 ll 1 2 160 
county Hospital 

Brooklyn, N. Y. Cc. Hamilton..... Incl. in Int. Med. 1 1 155 

Brooklyn, N. Y. Incl. in Int. Med. 1 104 
Veterans Admin. ‘Hospital ..... Brooklyn, N. Y. 404 28 1 1 
Edward J. Meyer Memorial Hospital Buffalo D. R. MecKay..... all 30 248 
Elmhurst General Hospital N.Y. Bassin .......... 29) 1 1 2 104 
Nassau County Tuberculosis Hospital !-*......... eve . Farmingdale, J. G. Carlton...... 50s Is ose 
Bellevue Hospital Center 

Div. I-Columbia Univ New York City J. H. McClement.......... BRS 62 18 26 157 
Bronx Municipal Hospital New York City 706 14 10 10 105 
... New York City 534 32 5 7 187 
Morrisania City Hospital . New York City Incl. in Int. Med. 1 1 104 
New York Medical ¢ ‘llege Metropolitan Medical ¢ ‘enter 

St. Joseph's Hospital for chest Diseases 1-8,.,......... ew York City F. J. McCarthy.. 8,348 4 200 
Homer Folks Tuberculosis Hospital neonta, N. Y. 582 5 ? 3 495 
Ray Brook State Tuberculosis Hospital tay Brook, N. Y. 633 ly ? ? 495 
lola-Monroe County Tuberculosis Sanatorium.......... Rochester, N. Y. J. M. nO] 1] 416 
Schenectady, N. Y. J. M. Blake........ 26 2 3 3 300 
Sea . Staten Island, N. Y. E. H. Robitzek...... 8,266 2s 25 25 157 
Veterans Admin. Hospital *-*...... Sunmount, N. Y. J. W. Raleigh..... 1,113 23 2? 2 
Duke University Durham, N. C. E. E. Menefee.......... 19 3 250 
North Carolina Sanatorium for the Treatment of 

Ohio State University Hospitals 

University Hospital 1-*................ Columbus, Ohio ..-.  Inel. in Int. Med... 1 252 

Graduate Hospital of The University of ania *-*... Philadelphia 187 3 1 200 
Hospital of The University of Pennsylvania ?-*............. Philadelphia S. Leopold ......... eeeceecnsscese Inel. in Int. Med 2 2 a 
Philadelphia General Hospital Blockley. Division Ph hile lelphia 66y 49 1 382 
Philadelphia General Hospital-Northern Division 4-8........ adelphia 612 19 2 ? 33 
Samuel G. Dixon State Hospital ?..... Pa. 10 2 ? 468 
Oakville Memorial Sanatorium Memphis, Tenn. €, 40” 1 ? 200 
Veterans Admin. Hospital ?-*......... Memphis, Tenn 8S. Phillips 87) 13 2 2? ve 
Veterans Admin. Hospital ?.......... Nashville, Tenn. R. A. Goodwin, Jr...... 431 2 
Parkland Memorial Hospital Dallas, Texas 243 6 124 
Baylor University College of Medicine Affiliated Hospitals 

Veterans Admin. Hospital cKinney, Texas D. O. Shield. 322 11 2 4 
Blue Ridge Sanatorium............ Charlottesville, Va. ©. G. 825 16 1 1 875 
Veterans Admin. Hospital Richmond, Va. Ww. T. 1,459 21 oe 2 owe 
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of Hospital Location Chief of Service == aes Sn 
Central Washington Selah, Wash. A. R. 387 9 1 1 500 
25. RADIOLOGY 
Residency programs in the following hospitals have been approved by the Council and the American Board of 
Radiology, through the ae Review Committee for Radiology. These programs are approved for THREE 
years of training in all phases of Radiology. All programs listed offer three years of training intramurally, or 
on an integrated basis, or through affiliation with another approved institution. Hospitals listed with the 
following symbol (+) are approved and offer training of three years intramurally, in addition to participating 
in an integrated residency program. 
Hospitals, 363; Assistant Residencies and Residencies, 1,721 
Se ES ue te 
s= S52 st S86 c& ¥s 
Name of Hospital Location Chiet of Service te ZA 
UNITED STATES AIR FORCE 
San Antonio, Texas J. M. OS 1 11 1,525 $26 2 6 
UNITED STATES ARMY 
UNITED STATES NAVY 
Bethesda, Md. 40,513 10 $,312 3,527 1 3 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Public Health Service Hospital '-*.. New Orleans G. A. 3 
U. S. Public Health Service Hospital Baltimore 15.98) 2,992 507 1 4 
National Institutes of Health-Clinical ‘enter Bethesda, Md. Hilbis R. Andrews... 27,321 6 282 2 2 
Public Health Service Hospital Stapleton, S. N. Y. 32,354 4 2,141 467 2 5 
D WELFARE 
Freedmen’s Hospital *-%........ Washington, D. C, 35,081 24 1.681 428 1 218 
NONFEDERAL AND VETERANS ADMINISTRATION 
Birmingham Baptist Birmingham, Ala, J. W. Underwood........... 12,295 3 200 
University Hospital and Birmingham, Ala. 365,053 14 9,302 1,907 108 
Veterans Admin. Hospital !....... Birmineham, Ala 26,163 3 2,412 53 
Kern County General Hospital Bakersfield, Calif. 27,297 37 1,446 176 1 3 325 
San Joaquin General Hospital French Camp, Calic. 51,086 M4 1 2 260 
Seaside Memorial Hospital 4-$...................05-. Long Beae h Calif. H. J. Priehard- 
G. 17,393 72 700 35 3 235 
Veterans Admin. Hospital Long h, Calif. 538,819 5,671 1,266 2 6 
Hospital of the Good Samaritan os Angeles d 34,625 14 5,018 2 2 225 
Los Angeles County Hospital .os Angeles 94,171 204 10,5385 1,073 4 13 246 
Angeles 17,023 38 1,914 348 1 2 200) 
University of California Hospital vos Angeles 36.808 12 1,704 572 2 8 198 
Veterans Admin. Hospital .os Angeles C. W. 74 9,332 2,307 3 8 
White Memorial Hospital es 19,004 38 3,558 412 2 4 1) 
Hichland-Alameda County Hospital _ Gukland, Calif 28,474 4,409 ..... 1 200 
Sacramento, Calif. 13,830 36 15,199 3,259 1 2 248 
San Diego County General San Diego, Calif. 17,243 42 1,853 93 1 3 175 
t. Francis Memorial Hospitai San Francisco 18,833 14 3,970 1,580 ] 1 300 
Stanford University Service San Francisco 20,072 20 1,781 47 3 195 
University of California Hospita) San Francisco 44,330 88 10,465 434 2 7 210 
Sante Olera County Hospital San Jose, c alif. 12,515 18 1,070 166 1 2 260 
Harbor General Hospital }................ Torrance, Calif. 36,408 6] 2,511 737 2 6 246 
Glockner-Penrose Hospital 2-3.............004.: Colorado Springs, Colo. J. W. MeMullen- 
18,664 4 11,294 149) 3 7 150 
General Rose Hospital Denver J. H. Weiss-M. H. Levine... 14,243 2 1,820 1 3 250) 
St. Vineent’s Hospital '-8....... ... Bridgeport, Conn. 22,386 1,246 126 2 300 
Grace-New Haven ( ommunity New Haven, Conn. A. H. Janzen R. M. Lowman 338,021 153 3 4 
New Haven, Conn. 21,171 60 7,859 611 2 6 1M) 
Waterbury, Conn. J. M. James.... 19,364 37 2,225 247 1 3 225 
Veterans Admin. Hospital ss West Haven, Conn, A. B. 20,828 2 1,804 7 1 2 
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25. RADIOLOGY—Continued 


= 
« Fe gs 
~ 
oF ce st 
265 SE He GS 
Boe ee ae 
Name of Location Chief of Service Ze ae 
Doctor's Hospital 1-8............ . Washington, D.C. F. O. Coe....... 49 8,137 1,256 2 5 250 
Georgetown University Hospit tal i Washington, D.C, W. E. Ba 23,867 14 3,450 1,725 3 8 175 
George Washington University i- Washington, D.C. W. W. Stanbro.. 11 6,817 175 2 5 1) 
Veterans Admin. Hospital .... Washington, D. 15,042 4 2,195 68 1 3 
Central Dispensary and Emergency. Hospital Washington, D.C. J. E. Wissler................ 17 4 2.163 1 3 200 
Garfield Memorial Hospital Washington, D.C. R. M. Caulk..... 17,456 18 6,172 605 215 
Miami, Fla. R. 67,391 87 5,479 608 2 6 7h 
Crawtord W. Long Memorial Hospital !-8...... Atlanta, Ga. R.A 19,143 53 3,093 173 1 2 
Piedmont Hospital Atlanta, Ga. E.G Smith, 7,222 17 1 1 235 
Eugene Talmadge Memoria! Hospital 332 44 3 7 250 
es Augusta, Ga. S. W. Brown................ 19,878 9 1,139 73 2 6 2K) 
Augusta, Ga. M. Roberts............. 21,697 2,103 79 1 1 
Illinois Masonie Hospital 1-8...... Chicago J. H. 23 632 22 2,125 1 1 115 
60466505 00% Chicago’ iB. E. Uhimann...... 85,007 2,234 11,152 49 4 8 125 
Veterans Admin. Research Chieago E. G 8.500 6 5,186 219 ‘a 
Evanston Willy. Hamann..... 30,539 35 4,208 437 295 
600 Chicago’ E. H. Jenkinson............. 33,052 2] 4,508 125 ? 6 125 
University of Research and Educational Hospitals Chieago  R. A. Harvey................ 47,979 6) 12,079 125 
Little Company Mary Hospital Evergreen Park, w. W 34,730 42 3,231 95 1 3 17 
St. Francis Hospital Ill. P. R. Dirkse-D. F. Anderson 23,415 12 3,419 41 1 2 295, 
ere’ Ind. R. E. Bishop 23 058 7 1,253 a7 ] 1 300 
Indiana University Medical Center and Affiliated Hospitals.............. J. A. 18 
2 Indianapolis General Hospital Indianapolis $074 tit 1550 204 3 
Indiana University Medical enter Indianapolis J. A. Campbell 26,974 126, 5,660 1,300 12 Wid 
Methodist Indianapolis H. (. Ochsner............... 47,146 5,706 1,197 1 3 27s 
Iowa Methodist Hospital Des Moines, lowa A. B. Phillips................ 16,430 19 1,231 16) 1 2 175 
State University of lowa Hospitals owa City F. ven ‘Epps 8,659 1038-16, 369 3 9 
University of Kansas Medical Kansas City, Kan. G 31,218 116 6111 328 ? 4 125 
Veterans Admin. Hospit Kansas City, Mo. & 2 1519 101 
Wichita, Kan. 20,590 4 3686 19s 2 275 
St. Joseph 1-8 Louisville, Ky. S. E. Johnson-J. Love...... 28,974 122 4,674 1,558 3 210 
Charity Hospital of Louisiana New Orleans <A Mayoral M. Garcia...... 170,617 «2,959 3,128 5 14 10) 
New Orleans 1,904 423 1 3 200) 
Genaner Foundation Hospital Orleans Little 49,008 ..... 3,167 315 2 225 
New Orleans 25,824 1) 7,072 342 1 3 225 
Confederate Memorial Medical Center ?.................. Gareveport, LA. W. 41,854 10,337 731 2? 6 125 
Eastern Maine General Hospital Bangor, Maine HE. A. 20,279 36 2,492 1 2 100 
Central Maine Lewiston, Maine ©. FF. 11,747 10 1,558 69 1 22% 
Maine Medical Ce rere Portiand, Maine J. F. Gibbons............... 21,912 62 3,616 10 2 2 125 
Washington County Hospital 3,608 29 1,962 174 1 1 250 
Boston 71,382 13 8.618 R23 4 20K) 
massachusetts Memorial Hospitals 2%... 13,329 1,707 132 2 4 100 
New England Deaconess Hospital Boston 2? 025 60 77 1 3 135 
Boston (Jamaica Plain) 37,538 2 8,590 83 3 5 
Ann Arbor, Mich. 27 851 34 1,877 190 1 3 275 
Leila Y. Post Montgomery he arr Battle Creek, Mich. 8. P. Barden................ 12 ,95ti 45 1,603 140 1 275 
Harper cd Detroit 27 552 22.500 298 3 9 225 
Mount Carmel Mercy Hospital sunt TTT 49,080 10 3,740 164 2 4 27 
Wayne State University Affiliated Hospitals 
Veterans Admin. Hospital Dearborn, Mich. E. E. Levine................. 28,242 2.580 63 2 6 
. Detroit J. F. Lofstrom.. 44 6,041 44 6 18 289 
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25. RADIOLOGY—Continued 
4. 
= #65 2 aS 
Es sme Bas ES #828 Be 
Name of Hospital Location Chief of Service ZA Ze SS 
Wayne County General Hospital _— Infirmary 4-8........ Eloise, Mich. J. Zhikowski .......... ates 5O647 16 2853 68 3 3 316 
Hurley Hospital '-%....... Flint, Mich. 32 15 1,302 815 2 6 325 
St. Flint, Mich. J. E. Livesay..... 30 231 5 1 3 400 
Blodgett Memorial Hospital Grand Rapids, Mich. H. Jones 17 3,174 3B 1 2 275 
Butterworth Hospital Grand Rapids, Mich. 88000 3,938 392 1 3 300 
Minneapolis sues 33,564 19 3471 3,471 1 2 200 
University of Minneapolis H. ©. Peterson....... 59,308 210 12.995 1,000 185 
Rochester, Minn .. 264,914 1480 29,064 819 6 2 175 
Charles T. Hospital St. Paul, Minn. H. ©. Peterson. ...... 1 3 225 
Menorah Medical Center Kansas City, Mo. 13,833 T16 289 1 3 200 
Veterans Admin. Hospital Wadsworth, Kan. rr re 22 695 1,753 279 
Kansas City General Hospital Kansas City, Mo. 17,124 353 1 3 200 
Research Hospital 17,082 52 1,792 40 4 12 2) 
Veterans Admin. Hospitai Kunsas City, Mo. 28,113 2 1,619 101 
Kunsas City, Mo. 18,807 141 3,627 169 1 4 2) 
St. Louis W. E. Aulen, 30 102 2,506 7 2 5 201 
Creighton Memorial-St. Joseph's Omaha 18,520 30 2 107 144 1 210 
Nebraska Methodist Hospital 1-8-2212... Omaha 12,907 124 5,976 1,002 1 2 300) 
Of Omaha 14,062 74 1,906 297 2 4 175 
Mary Hitcheock Memorial Hospital Hanover, H. 30 892 3,159 341 2 6 218 
East Orange, N J. 2,662 32 1 3 ape 
Hackensack, N. J. 13,420 1 2.304 218 1 8 150 
Morristown Memorial Hospital Morristown, N. J. 13,42s 2,178 245 1 1 250 
Newark, N. J. 14,261 45 4,434 171 1 3 100 
srooklyn, N. Y. 17 394 71 1 3 125 
Broo oklyn Hospital 1-8 00 00 srook yn, N. Y. BB. 2? 20 41 3,401 210 1 3 DOM) 
srooklyn, N. Y. 22,063 2 441 90 1 2 104 
Kings srooklyn, N. Y. 143,478 255 21,255 1,062 10 104 
3rooklyn, N. Y. IS.147 19 1,552 72 1 3 175 
Veterans Admin. Hospital sgrooklyn, N. Y. 3,991 118 2 2 
Edward J. Memorial Hospital Buffalo 38,160 22 803 2 6 248 
Roswell Park Memorial ENC CT TT Buffalo F. Lessman-W. T. Murphy. 32,448 658 M152 3,716 7 18 300) 
Flushing Hospital and Dispensary '-%-253_............... Flushing, N. Y. se ree 16415 25 758 44 1 3 175 
Hempstead, N. Y 32,567 32. «10.634 606 2 4 225 
L.. B. 74 5,857 1,114 2 6 105 
Charles 8. Wilson Memoria! Hospital '-8.......... Johnson City, N. Y Sm. Ree 22137 15 2,007 2 1 2 225 
Long Island Jewish Hospital !-#-257............ New Hyde Park, N. Y. eS oS ee 967 49 1 3 75 
Bellevue Hospital Center 
Div [Il—New York University College of Medicine...... York City ti 6830 1,377 74 
ks New York City A. J.R. Freid.. 17,720 2,493 150 2 100 
Bronx Municipal Hospital Center New York City M. vanes 36,009 2 4 4 12 105 
2°%. New York City W. 10,17? 16 18,169 633 2 9 105 
Hospital for Joint Diseases New York City a 26,595 20 7,571 136 1 3 
ss New York City F. H. 22,582 9 3,286 68 1 240 
New York City 37,755 672 65 1 2 1 
Memorial Center for ancer and Allied Diseases........ New York City K. S. Sherman-J. J. Nickson 73,187 714 48,986... 2 1 
New York City G. 1s 16,284 1,488 3 9 187 
caves New York City J. A. 87,047 8,581 9,318 782 6 1 164 
New York Medical College ~Metropol'tan Medieal F. J Borrelli 
Flower and Fifth Av enue Hospita “New York $1,960 33 1,202 } 
New York Polyelinie Medical 8: hool and 1-3... New York City WH. 10,545 2s 1,262 421 1 2 126 
New York University—-Bellevue Medical Center 
New York City 18,455 260 1,911 2,054 4 4 ot 
Roosevelt Hospital New York City 48,797 4,155 2,771 197 2 6 l 
Veterans Admin. Hospital ET New York City (Bronx) Bteln-B. 64,495 202, 11,485 1,224 8 ll 
Strong Memorial- Rochester Municipal Hospitals '-*.... Rochester, N. ¥ 32,693 270 2,298 306 8 9 
State University of New York Upstate Medical Center 
North Carolina Memorial Hospital ?-8..... Chapel Hill, N. C E. 36,074 2,075 75 2 
North Carolina Hospital 4-8...... Winston-Salem, N. C as 3,164 8,164 bg 3 


| 
| 
| 
| 
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25. RADIOLOGY—Continued 
pond = 
E = = 
Name of Hospital Location Chie! of Service FA Ze SBS BS 
Akron General Hospital ?................. 25,002 13 3,666 171 1 3 250 
Mercy Hospital Canton, Ohio 26,178 34 1 3 200 
University of Cincinnati ¢ ‘ollege of Medicine Hospital Group 
ood Samaritan Hospital Cincinnati B. 20 1100) 4.068 32 1 2 2) 
Cincinnati 23,445 87 2,070 334 1 3 145 
Cleveland 3,804 4 2,291 209 1 3 210 
Mount Sinai Hospital _ Cleveland 26,958 91 wanes 1 3 215 
Cleveland | 4,427 91 1 3 140 
St. Vincent Charity Hospital Cleveland 2? 061 14 1 3 225 
Ohio State University iiospitals 
University Hospital Columbus, Ohio 230 13,465 673 5 15 177 
University of A Hospitals 
University of Oregon Medical School 
Allentown, Pa. kK. W. ‘Taber-C. L. Mengel... 12,111 5,443 679 3 295 
Geo. F. Geisinger Memorial Hospital Danville, Pa. 26 377 1,623 4,320 1 4 175 
¥en Erie, Pa. 20,0038 2.042 157 tis ] 3 25 
Albert Einstein Medien! 
ci sade Philadelphia |. Gershon-Cohen .......... 27,177 746 sll 2 6 150 
Cmester County Hospital West Chester, Pa. J. Gershon-Cohen .......... 3,458 269 612 1 150 
Germantown Dispensary and Hospital *hiladelphia O94 a2 556s MOT 3 175 
Graduate Hospital of the University of ania Philadelphia 2? 169 17 3,222 314 10 
Hahnemann Medical College and Hospit *hiladelphia ac 32809 3,119 135 ? 75 
Hospital of the University of Pennsylvania *hiladelphia 171,458 15,067 3,467 
Jefferson Medical College hiladelphia W728 1638 4485 179 
Philadelphia Genera] Hospital *hiladelphia 150,028 653 9,71? 210 4 12 121 
hilade phia H. M. Stauffer-R. Robbins... 3a 7s0 37 6.368 12% 6 18 
Health Center speethals of the University of Pittsburgh 
St. Francis Genera! Hospital and Rehabilitation Institute Pittsburgh 20086 19 2 3 20) 
Western Pennsyly ania ‘Hospital Pittsburgh D. H. Rice-L. S. Sherman...  29,26s 3,429 2 225 
Medical College of South Carolina 
(Charleston, S. C. 27,25 4598 35 2 4 137 
Spartanburg General Hospital Spartanburg, S. 39,320 30 3,232 448 1 200 
Baroness Erlanger Hospital Chattanooga, Tenn. 25,780 3,575 167 2 2? 225 
Baptist Memorial Hospital Memphis, Tenn. 27,374 31y 3.076 127 1 4 260) 
City of Memphis Memphis, Tenn. 40,407 | 5 lay 2 6 125 
Veterans Admin. ie Memphis, Tenn. b. 61,606 7 6,989 219 ] 4 
George W. Hubbard Hospital Nashville, ‘Tenn, “i 9,212 24 1,246 ] 3 125 
Vanderbilt University Hospital] Nashville, ‘Tenn. H 28,591 2,668 146 3 7 
Dallas, Texas 14,887 4] 1,469 35 1 3 125 
Veterans Admin. Dallas, ‘Texas 18,150 43 2 080 1% 2 7 
University of Texas Medical Branch Hospitals Galveston, Texas keds 65,712 135 3 160 
Jefferson Davis Hospital 1-8-854, Houston, Texas 538 1,609 300 2 75 
University of Texas M. D. Anderson Hospital 
Boston. 19,523 553 «33.881 1,348 3 12 150 
Baptist Memorial Hospital San Antonio, Texas 13,149 67 1,342 71 1 2 10 
rt B. Green "Hospital Antonio, Texas B. B. Markette en 35,697 31 1,688 148 1 2 150 
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Name of Hospital Location Chief of Service 7A Ze SS 
Scott and White Memorial Hospitals 1-8,................. Temple, Texas A. W. Sommer....... coseese GROG 81 5,353 582 1 3 300 
Dr. . Groves Latter-Day Saints Hospital “Salt Lake City © 640 25 1 3 225 
2 SaltLake County General Hospital ?................. Salt Lake City fe: 17,419 1 4,333 258 8 9 150 
Veterans Admin. Hospital 8................... Salt Lake City 1 3 eee 
De Goesbriand Memorial Hospit Burlington, Vt. F. W. Van Buskirk......... 1.0% 51 1 3 180 
Mary Fletcher Hospital 2-9-9")... Burlington, Vt. 16,653 109 4,752 181 1 3 167 
Medical College of Virginia— ~Hospital Division 1-3,,..... Riehmond, Va. F B 43,374 136 4,597 503 1 5 75 
Veterans Admin. Richmond, Va. H. Goodman................. 25,626 6 3,001 107 1 3 eae 
Virginia Mason Goopital 31,402 40 3,083 1,089 1 3 150 
Milwaukee County Hospital Milwaukee J. L. Marks-M. Greenberg 51,491 45 5,361 447 2 6 207 
St. Joseph's Hospital 1a Milw 24,488 38 3,088 350 1 3 
St. Luke’s Hospital 3-8... 60 14,549 30 4,428 20) 1 2 26 
Veterans Admin. Hospital Milwaukee (Wood), Wis. 39,579 ) 9,426 111 1 { 
26. SURGERY 
Residency programs in the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for FOUR OR MORE years of training, designed to qualify the trainee for examination by the 
American Board of Surgery as a Group | candidate. 
Hospitals, 307; Assistant Residencies and Residencies, 4,063 
Name of Hospital Location Chief of Service =e 
UNITED STATES AIR FORCE 
UNITED STATES ARMY 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 
U. 8. Publie Health Service San Francisco 3,025 21 1 4 wi 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
Washington, D. ©. B. 1,156 27 3 11 218 
NONFEDERAL AND VETERANS 
University of Alabama Medical Ce 
University Hospital ( ‘linie Birmingham, Ala. 6,360 50 14 86 108 
Veterans Admin. Hospital Birmingham, Ala. 6 23 5 13 
Lloyd Noland Hospital !- Fairfield, Ala. J. M. 16 2 6 295 
Maricopa County General Phoenix, Ariz. 698 20 2 7 300 
Little Rock, Ark. J. H. Growdon 1,283 20 4 l4 150 
Veterans Admin. Hospital] ee Little Roek, Ark. 2,707 64 2 digs 
San Joaquin General Hospital French Camp, Calif. 907 2 7 260 
General Hospital of Fresno ounty Fresno, Calif. ON 1,282 39 2 6 300 
Veterans Admin. Hospital ! Long Beach, Calif. 1,969 44 14 
University of California Hospital Los Angeles 16 8 16 198 
San Diego County General Hospital San Diego, Calif. G. 1,054 50 4 10 175 
San Francisco 
Stantora University Hospitals San Francisco 1,492 33 5 13 80 
University of California Hospital San Francisco ck 1,$74 46 4 14 210 
Santa Clara County San Jose, Calif. in S11 44 2 7 260 
University of Colorado Medical Center 


Numerical and other references will be f found on pages 556 through 559. 
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26. SURGERY—Continued 


Name of Hospital Location Chiet of Service 

New Britain General Hospital New Britain, Conn. 
Grace-New Haven ‘ommunity Hospital 1-83-07, New Haven, Conn. E. Lindskog-C. C, Bishop...... 
District of Columbia General Hospital Washington, D. ©. B. Blades- 
Georgetown University Hospital Washington, D.C. 
George Washington Sulversity Hospital ok Washington, D. Cc. 
Washington Hospital Center 

Central Dispensary and Emergency Hospital Washington, D. 

Garfield Memorial Hospital Washington, D. C. Ww. ¢ 


Medical College of Georgia Medical ¢ enter 
Eugene Talmadge Memorial Hospital ! 


Northwestern University Medical ¢ ‘enter 
Evanston, (See L isting of Hospital in ‘Following Se 
University of Illinois Research and Educational Hospitals '-8... Chicago 
Indiana University Medical Center Affiliated Hospitals 
Indiana University Medical ( ‘enter Indianapolis H. B. Shumacker, Jr.............. 
Veterans Admin. Hospital Des Moines, lowa 
University of Kansas Medic itl Kansas City, Kan. 
Charity Hospital 


Ill Surgieal Service 


L J. J. Byrne 
V Surgical Service 


Wayne County General Hospital and Infirmary Eloise, Mich. 


Numerical and other references will be found on pages 556 through 559. 


Oct. 5, 1957 


Inpatients 
Treated 
First Year 
— Residencies 
Offered > 
Total 
Residencies 
Offered > 
Beginning 
Stipend 
(Month) 


Autopsies 


— 


ts 


te 


1,824 38 ‘ 7 
3,336 74 5 220 
3,438 49 4 225 
1,442 53 Ss 233 
3,717 175 
6,717 35 11 150 
1,830 350 
1,753 8) 10 
3,680 32 | 12 225 
2,471 29 215 
2,475 14 
? 693 10 150 
4,312 3 225 
4,078 18 75 
4,434 100 
2 1] 93h 
1,834 36 17 
228 14 | 20 250 
| 16 
6 7 235 
20 100 
7 125 
7 124 
6 
etion.) 
12 125 
1? 125 
16 200) 
13 125 
s 175 
18 V 16 
PO) 
l4 165 19 3 7 
3 
175 
lt 
22 140 
12 
125 
3 8 ani 
6 19 83 
4 14 <ad 
10 210 
3 11 100 
6 100 
100 
6 12 
» 6 16 125 
2? 125 
6 19 a0 
10 200) 
5 225 
) 1] 150 
6 275 
13 110 
215 
?1 7) 
) 10 
4 
l4 
au 11? 
7.014 67 
1,791 97 20 100 
1,685 22 l4 100 
3.357 25 
2 
D716 2x 
7 
O58 4G 915 
1.12 13 i 275 
2136 | 
3? 275 
S116 44 lt 275 
3,409 37 21 
7.367 195 O4 
4.816 1G 10 289 
3,321 OG 4 14 316 
5,144 2? 6 B24 
1,844 31 ] 4 275 
3,050 7 300 
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26. SURGERY—Continued 


Name of Hospital Location 
Highland Park General Hospital ?........... ..... Highland Park, Mich. 
Minneapolis General Hospital '-* Minneapolis 


University of Minnesota Hospitals 1-8-2068 Minneapolis 
Mayo Foundation and Clinic Rochester, Minn. 
University of Missouri Medical Center. Columbia, Mo. 
ansas City General City, Mo. 
St. Mary’s Group of Hospitals ee St. Louis 
St. Louis University School of Medicine Service... 
Washington University School of Medicine Service..........0eceeeeeeees 
Creighton Memorial-St. Joseph's Hospital.............. 
University of Nebraska Hospital 
Veterans Admin. Hospital 
Dartmouth Medical School Affiliated Hospitals 600esnses4Sbgeaasneaeteaeaee 
Mary Hiteheock Memorial Host Hanover, N. H. 
Veterans Admin. Hospital !-8.................... White River Jet., Vt. 
Veterans Admin. Hospital Albuquerque, N. Mex. 
Newark Beth Israel | Hospital Newark, N. J. 
Kings ounty Hospitai 
Long Island College Hospital Brooklyn, N. 
Admin. Hospital Brooklyn, N. Y 
Allied Hospitals of the Sisters of Buffalo 
Edward J. Mever Memorial Hospital Buffalo 
Mifard Filmore Hoopital Buffalo 
Mary Imogene Bassett Hospita] 1-8-256,. Cooperstown, N. Y. 
Meadowbrook Hospital eee Hempstead, N. Y. 
ueens Hospital C enter EMiedicthapakeeihenevindesabaasiae Jamaica, N. Y. 
Long Island Jewish New Hyde Park, N. Y. 
Hospital ¢ 
Div. Ii—Cornell University 1-8-258.. New York City 


Div. I1l—New York University College of Medicine 264. New York City 


Div. IV--New York University 
Post-Graduate Medical School New York City 

Beth Israel Hospit al New York City 
3ronx Municipal Hospital New York City 
Knickerbocker Hospital New York City 
.... New York City 
New York Medical College-Metropolitan Medical Center 

Flower and Fifth Av enue ON ET rr New York City 

New York Polyclinic Messi School and Hospital '-3.... New York City 
Veterans Admin. Hospital 1-8-2785.) York City (Bronx) 
Veterans Admin. Hospital !-8.............. New York Ci ty (Manhattan) 
Strong Rochester Municipal Hospitals 1-3-2598, Rochester, N.Y 
State University of New York Upstate Medical 

Veterans Admin. Hospital ee Syracuse, N. Y 
re Valhalla, N. Y 
North Carolina Chapel Hill, N. C 
Duke University Hospital Durham, N. C 
North Carolina Baptist Hospital '-3.............. Winston-Salem, N. C. 


University of Cineinnati College of Medicine Hospital Group 


St. Vincent Charity Hospital .... Cleveland 


3 

a3 

Service Se 
1,610 
O. H. Wangensteen...... 1,854 
J. M. 2,082 
H. E. Stephenson, 472 
997 
3,076 
3,166 
3,655 
C. A. MeAfee-L. V. Mulligan...... 2,774 
5,463 
3,808 
2,003 
J. E. — 2,441 
4,098 
2,400 
10,866 
1,731 
1,105 
3,697 
707 
3,383 
2,525 
6,711 


SA. Autopsies 


=& 


RESRSSE 


First Year 


Offered 


tS Gor 


~ 


— 
soe 


Total 
Residencies 
Offered * 


x 


14 


: pen 
REx (Month) 
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| 
29 
P 62 22 
143 128 175 
g1 8 185 
31 20 250 
17 20 
30 
76 30 
53 22 201 
26 10 190 
32 12 200 
RD 
39 7 250 
13 100 
19 8 
43 
46 1? 210 
31 
43 x bas 
43 18 218 
26 l4 
4 100) 
10 160 
41 14 
31 10 175 
| 105 
10 100 
758 14 104 
104 
29 16 
99 75 
19 175 
31 
20 10) 
101 235 
70 175 
248 
PRD 
23 
295 
134 71 
332 318 
13 75 
16 6 13 105 
27 14 105 
28 18 105 
31 13 D4 105 
?1 ] 4 140 
14 10 H0 
6 105 
15 12 71 
42 8 180 
16 10 105 
69 11 
89 | lii4 
35 
37 li 
32 125 
5s 133 
44 
low 
15 
42 
ty) 
33 240 
44 10 125 
j 39 2 200 
134 25 117 
| 24 233 
5 175 
156 
27 127 
18 125 
12 250 
14 250 
s 250 
30 75 
i 4 250 
21 162.50 
21 175 
7 210 
10 215 
1] 250 
8 140 
12 210 
» 125 
16 
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26. SURGERY—Continued 


Name of Hospital Location 

Ohio State University Hospitals 

University Hospital Columbus, Ohio 
White Cross Hospital 315 Columbus, Ohio 
Veterans Admin. Hospital Dayton, Ohio 
St. Elizabeth Hospital Youngstown, Ohio 
University of Oklahoma Hospitals Oklahoma City 
Veterans Admin. Hospital Oklahoma City 
St. Vincent’s Hospital Portland, Ore. 
University of Oregon Medical School Hospitals 

Abington ..... Abington, Pa. 
Bryn Mawr TT ETT .... Bryn Mawr, Pa. 
Geo. F. Geisinger, Memorial Danville, Pa. 
Germantown Dispensary and Hospital 1-3-8838. Philadelphia 
Graduate Hospital of the University of Pennsylv ania 1-8... Philadelphia 
Hahnemann Medical College and Hospital '-8............... Philadelphia 
Hospital of the University of Pennsylvania 12 errrerrrr Ter Philadelphia 
Hospital of the s Medical ¢ ‘ 

Jefferson Medical ‘ollege *hiladelphia 
Health Center Hospitals of the University of Pittsburgh 

Rhode Island Providence, R. [. 
Medical College of South Carolina 

Baptist Memorial Hospital] 1-8-344, Memphis, Tenn. 
Admin. Hospital Memphis, Tenn. 
Vanderbilt University Hospital Nashville, Tenn. 
Veterans Admin. Hospital ?................cccecececceces Nashville, Tenn. 
Baylor University Hospital pias Dallas, Texas 
Parkland Memorial Hospital ?-3..............0c0ccceeceeees Dallas, Texas 
University of Texas Medical Branch Hospitals 1-4..... Galveston, Texas 
Baylor University College of Medicine Affiliated Hospitals 

Houston, Texas 
Veterans Admin. Hospital Mckinney, Texas 
Dr. Groves Latter-Day Saints Hospital '-%........ Salt Lake City 
Salt Lake ¢ ‘ounty General Hospit Salt Lake City 
Veterans AGmin.) Hospital Salt Lake City 
University of Vermont ‘affiliated Hospitals 

De Goesbriand Memorial jHospit Burlington, Vt. 

University of Virginia Hospital Charlottesville, Va. 
Norfolk General Hosp Nortolk, Va. 


Medical College ot ~Hospital Division 1-8-3738, Richmond, Va. 


AGmMin. Hospital 1-8... Richmond, Va. 
King County Hospital nit No. Seattle 
San Juan City Hospital San Juan, P. R. 


Residency programs in the following hospitals have been approved by the Council, the American Board of 

Surgery and the American College of Surgeons, through the Co 

Surgery, for THREE years of training, designed to qualify the trainee for examination by the American 
Board of Surgery as a Group I! candidate. 


Chief of Service 


~ 
~ 


W. 


H. G. 


Tr 
> 
= 
= 


. Quenzer. 


Boyden.. 


Livingston........ 


. 


eee 


. Fos 


. Nichols, Jr 


Kuehner...... 


Jaekson 


R. Thomason 


M. FE. DeBakey 
L. L. D. Tuttle 


G. Jordan, 


R. 
d. A. 


A. A. 
A. G. 


J. Emmett 


M. B. 


aldron 


H. W. Harrower 


F. E. Krede 


— 


Macka 


Hospitals, 202; Assistant Residencies and Residencies, (219 


UNITED STATES ARMY 


William Beaumont Army El Paso, Texas 
UNITED STATES NAVY 
UNITED STATES PUBLIC HEALTH SERVICE 

U. S. Public Health Service Hospital 1-8.................... New Orleans 
U. S. Publie Health Service Hospital 3-8.................00000. Baltimore 
U. S. Public Health Service Hospital 1-%.......... Stapleton, 8. 
U. 8B. Public Health Service Hospital *7%........cccccccscccccccccs Seattle 
NONFEDERAL AND VETERANS ADMINISTRATION 

Carraway Methodist Hospital 1-3...................05- Birmingham, Ala. 
Veterans Admin. Hospital] Tuskegee, Ala. 


T. 


C. N. 


Numerical and other references will be found on pages 556 through 559. 


Carraway-B. M. Carraway. 


, Y ancey.. 


Inpatients 


Treated 


t 


1,002 
2,219 
1,053 


J.A.M.A., Oct. 5, 1957 


Autopsies 


nference Committee on Graduate Trainin 


10 


First Year 


— 


Residencies 
Offered 


. 


— 


wit ts 


Beginning 


$3 Stipend 
(Month) 


as 
102 18 
25 5 — 
21 16 
68 11 
65 8 100 
33 175 
Pisce: 52 225 
TCT TT f,260 34 20 
J. M. Deaver-G. C. Engel.......... 2,216 17 8 200 
2,227 12 
8,436 66 12 
1,744 14 4 200 
3,532 29 16 935 
3,570 51 12 125 
Tee 3,755 88 6 200 
339 31 12 
5.797 75 250 
59 7 260 V 
H. Wilson 2,22] 42 13 125 
1,797 30 13 125 195 
1,584 97 200 
? 330 65 25 125 
1,903 49 th 75 
5,565 37 225 
150 
2.116 33 17 50 
D. M 1,901 76 2 
HON, 1750 43 1? 125 
W. Bell 1,31) tit} 13 
J. W. Baker 11 150 
$208) 37 945 
ee 2,371 37 8 300 
2,192 |_| 2 6 
? 025 3 l 3 
3,782 12 3 
2 556 32 10 
2,387 14 4 
10 250 
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26. SURGERY—Continued 


L 
Name of Hospital Location Chief of Service Ee = 
Hospital of the Good Sarnaritan Los Angeles 3,140 12 2 6 225 
Queen of Angels Hospital Los Angeles 9,783 7 1 4 200 
Mount Sinai Hospital of Greater Miami Beach, Fla. R. 4,613 17 2 4 250) 
Crawford W. Long Memoriai Atlanta, Ga. 4,938 29 6 10 IRS 
Atlanta, G 4,355 36 3 7 27 
Chicago M. Thorek-P. Thorek.............. 9 236 5 7 65 
Provident Hospital T LT TLE Chicago 1,901 21 1 3 200 
Chicago >. H. Warszewski................. 2,978 23 3 6 150 
Veterans Admin. W est Chicago 1,908 52 6 17 
ous Bluffton, Ind 672 7 1 3 300 
St. Francis Hospital Wichita, Kan. 2,716 29 3 6 275 
Ochsner Foundation Hospital New Orleans eens 1,261 19 7 21 225 
Provident Hospital ani Fa Baltimore eb 1,073 6 3 6 200) 
Prince George's General Cheverly, Md. S. Schwartzbach .................. 5,114 43 2 6 200 
Mount Auburn Hospital Te Cambridge, Mass. J. “Tartakoff 3,55? 46 1 : 125 
Newton- Wellesley Hospital Newton-Lower Falls, Mass. 3,637 30 1 3 2 
Post Montgomery, Hospital Battle Creek, Mich. 2,232 1 3 275 
Mount Carmel Mercy Hospital Detroit 10,283 74 4 13 275 
St. Joseph Merey "Hospital Detroit 2,091 1 3 310 
Grand Rapids, Mich. Gillett 4,794 26 2 4 20) 
Bronson Methodist Hospital _ Kalamazoo, Mich. 2,853 48 1 4 260 
Pontiac, Mich. R. W. Bullard, 4,737 48 1 3 325 
St. Joseph Mercy Hospital Pontiac, Mich. 1,987 17 2? 6 325 
Saginaw General Hospital 1-2. Saginaw, Mich. 3,315 52 1 3 345 
Minneapolis A, Kremem 1472 18 3 200 
Minneapolis W. ¢ “Schaefer. M. J, Stewart..... 1,881 10 2 2 235 
Mercy Hospital-Street Memorial Vicksburg. Miss. 2,277 21 1 3 295 
Kansas City General Kansas City, Mo. 823 19 2 6 20K) 
St. Luke's bis ned Kansas City, Mo. B. 938 to 2 a 225 
Kansas City, Mo. 5,531 31 1 3 275 
. Louis 8,017 49 3 6 20) 
Atlantie City, N. J. 4,491 47 1 3 204) 
Jersey City, N. J. E. J 5,835 91 8 27 108 
Burlington County Hospital 1-8...................... Mount Holly. N. d. 1,749 42 1 8 100 
Harrison S. Martland Medic al Newark, N. J. 1,248 3 162 
Saint Barnabas Medical Center Newark, N. J. H 1,715 23 3 150 
Brooklyn, N. Y. H. 2,748 21 3 6 125 
Brooklyn, N. Y. Ss. Schussheltn 2,037 16 2 6 105 
Medics! Comber Brooklyn, N. Y. . 2,309 26 1 3 135 
Bt. Mospital 2-8... Brooklyn, N. Y. 20 1 3 175 
Clifton Springs Sanitarium and Clinie Clifton Springs, N. Y. 13 1 3 150 
Elmhurst General Hospital Elmhurst, N. Y. 40 2 6 104 


Numerical and other references will be found on pages 556 through 559. 
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26. SURGERY—Continued 


Name of Hospital Location 
Flushing Hospital and Dispensary 1-3-2558... Flushing, N. Y. 
Mary Immaculate Hospital es Jamaica, N. Y. 
Charles S. Wilson Memorial Hospital Johnson City, N. Y. 
Mount Vernon Hospital Mount Vernon, N. Y. 
New Rochelle Hospital New Rochelle, N. Y. 
Fordham Hospital 2-3. New Yor ork City 
42nd Street Beth David Hospital....... New York City 
French Hospital New York City 
Morrisania City Hospital New York City 
St. Francis Hospital 2-3. New York City 
Ellis Hospital Schenectady, N. Y. 
Charlotte Memorial Hospital Charlotte, 
Lineoln Hospita Durham, N. C. 
Good Samaritan Hospital Cincinnati 
Evangelical Deaconess “Hospitai Cleveland 
Mount Carmel Hospital 1............ceeeceeeeeesesceeees Columbus, Ohio 
Marymount Hospital Garfield Heights, Ohio 
Hospital 273. Lakewood, Ohio 
St. Anthony Hospital.............ccccscceeeeesececccecees Oklahoma City 
Hillerest Medical Center 2-8. Tuls kla. 
Sacred Heart Hospital 1-9..........cccccccccceccenccevcces Allentown, Pa 
St. Luke’s Hospital 2-3. Bethlehem, Pa 
Joseph's Hospital Laneaster, Pa. 

‘Albert Einstein Medical Center 

Woman’s Hospital 2-8 hiladelphia 
St. Francis General Hospitai and Rehabilitation Institute '-%. Pittsburgh 
Williamsport Hospital Williamsport, Pa. 
Columbia Hospital of Richland Columbia, 8S. C. 
Spartanburg General Hospital Spartanburg, S. C. 
Baroness Erlanzer Hospital '-*........ Chattanooga, Tenn 
Robert B. Green Memorial Hospital '-3............. San Antonio, Texas 
Seott and White Memorial Hospital '-8................... Temple, Texas 
Charleston General Hospital Charleston, W. Va. 
Madison General Hospital Madison, Wis. 
Gorgas Aneon, Canal Zone 
mavemon District Boapital Bayamon, P. R. 
San Juan, P. R. 


Residency programs in the following hospitals have been approved by 
Surgery and the American College of Surgeons, through the Conference 


Surgery, for one year of training as an integral part of an approved program o 


« 


Chief of Service 


Baker.. 


B. 
J. Azz 


M. 


M. 


L. 


.D. Smith... 


S.. 


Schiebel 


Driver. . 


Holland 


McBride 


Atlee, Jr 


Hannibal 


eee 


eee 


Lippert. 
H 


Barnes.. 


C. 
L. 


R. P. 


ohns.. 


‘ondry. 


Coffey.. 


Harrison 


Sinaiko. 


Shirokov 


as Beltran 
A 


Hospitals, 24; Assistant Residencies and Residencies, 109 


NONFEDERAL AND VETERANS ADMINISTRATION 


Samuel Merritt Hospital Oakland, Calif. 
Children’s Hospital 2-8........cccccccccccccccccvcccccsseces San Francisco 
(Community Hospital of San Mateo ‘ounty _ Pre San Mateo, Calif. 
Santa Barbara Cottage Hospital Santa Calif. 
Broadlawns-Polk County Hospital Des Moines, lowa 


Numerical and other references. will be found on pages 3 556 | through 55 559. 


Inpatients 
Treated 


Autopsies 


Set 


te 


J.A.M.A., Oct. 5, 1957 


First Year 
Residencies 
Offered 


ero 


the Council, the American Board of 
Committee on Graduate Training in 
f four or more years’ duration. 


Total 


Residencies 
Offered * 


— 


Beginning 


Stipend 


2,073 13 
2,162 19 
©. 6,835 23 
H. H. J a0 2,467 45 104 
L. Breidemba@en 2,654 20 125 
R. Ori. 25 104 
R. Ackermnan-T. MeCarthy..... 2,173 14 125 
4,049 22 300 
A. kindel.. 2,470 27 200 
J. Bender.. 2,210 13 250 
Grollman . 6.154 a6 | 145 
Lazzari. 5 10 
38 250 
5,919 48 275 
. Hoerner 3,922 25 200 
rer 2 680 7 200 
4.495 28 200 
0600068 5,789 | 275 
5,132 57 225 
P ees 4,002 275 
5,637 52 200 
R. Goldsmith 3,460 150 
A 1,674 150 V 
JI. W 1.014 150 
| E. Feather 4,619 25 200 
R. Lim pink 1,034 24 250 
2,790 33 175 
S07 12 
7,239 36 200 
4,611 3 300 
1874 175 
5,a25 24 300 
1,747 1y 200 
Park... 7 200 
speed ..... 4,24 28 250 
Vann wee 3,616 31 200 
S 3,490 250 
H. | 1,913 13 200 
2,525 11 250 
| 1,719 250) 
2 603 Is 275 
© Raokil.. - 4,138 31 300 
1,689 10 150 
C. M. Schroeder ga - - - - - 1,095 6 245 
* 2 354 18 345 
3,109 195 
BHD 10 
402 214) 
1 
1.3271 200 
1.301 150 
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26. SURGERY —Continued 


Name of Hospital Location Chief of Service 
Lawrence F. Quigley Memorial Hospital *-®.............. Chelsea, Maas. 6 14 41 4 255 
Truesdale Fall River, Mass. 2,190 18 4 4 1) 
Ellis Fischel State Cancer Hospital . Columbia, Mo. 1,533 » 6 200 
Francis Delafield Hospital “New York ‘ity G. H. 696 79 4 13 105 
Goldwater Memorial Hospital New York City 470 10 2 104 
New York City 1,003 9 9 9 105 
Memorial Center for ancer and Allied Diseases. . ... New York City H. T. Randall.......... 6,008 22 200 
Veterans Admin. Hospital Durham, R. W. Postlethwait........ R24 25 1 
Easton Hospital Ea . Pa. 27 2 2 250 
Lynchburg General Hospital Va. W. T. Pi igh i478 16 2 200 
‘hesapeake and Ohio Hospital Huntington, W. Va 2,389 19 1 4 200 
Residency programs in the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training in 
Surgery, for additional training following the completion of an approved residency. The American Boa 
Surgery will give credit for time spent in these services toward fulfillment of the practice requirements for 
Group I! candidates 
Hospitals, 14; Assistant Residencies and Residencies, 68 
Westfleld State Sanatorium Westfleld, Mass. F. 8. Hopkins Ti6 27 3 490 
Francis Delafield Hospital New York City G. H. Humphreys, II.............. 696 79 4 13 105 
Memorial Center for ancer and Allied Diseases........ New York City eT 8,072 172 th 300 
of Texas D. Anderson Hospital 
Residency programs in the following hospitals are approved by the Council as offering satisfactory training of 
ONE or TWO years’ duration in preparation for residency cere in the surgical specialties only. Applicants 
intending ™ qualify for cnamtnalel by the American Board of Surgery should refer to the lists of approved 
rvices on pages 545 through 55! (Surgical Residencies, J. A. M. A. 156-432, Sept. 2;, 1954). 
Hospitals, 122; Assistant Residencies and Residencies, 302 
UNITED STATES AIR FORCE 
U. §. Air Force Hospital Rantoul, Ill, J. A. 611 1 1 1 eee 
U. 8S. Air Force Hospital Wichita Falls. Texas 4H 1,078 2 2 eee 
UNITED STATES ARMY 
U. home Fort Belvoir, Va. 5,445 3 3 
Madigan Army Hospital Tacoma, Wash. re 1,867 2 2 2 
NONFEDERAL 
St. Mary's Hospital end Sanatorium Tueson, Ariz. 6,478 36 4 4 2 
Arkansas Baptist al} ed Little Rock, Ark. 7,876 46 1 1 2h) 
Presbyterian Hospital- Los Angeles 6,339 40 1 200) 
Colks P and 
oward Huntington Memorial Hospital Pasadena, Calif. 3,517 10 3 3 240 
San Bernardino ‘ounty harity Hospital........ San Bernardino, Calif. 738 33 4 295, 
Hartford Municipal Hospital and Health Center '-3.... Hartford, Conn. 309 7 1 ? 250 
Lawrence and Memorial eka New London, Conn, F. B. 4,521 3 3 
Eastern Casualty Hospital 4......... Washington, D. ©. R. 312% 1 350 
Orange Memorial Hospital Orlando, Fla. D. 1,967 2 3 325 
St. Petersburg, Fila. ©. S&S. 1,79 25 1 2% 
Memorial Hospital of ¢ ‘hatham Savannah, Ga. 430 12 1 3 350 
Hospital of St. Anthony de Padua Chicago WW. R. 3,750 17 2 2 2) 
Norwemien-American Hospital Chicago 3,040 3 3 295 
Little Company of Mary Hospital................... Evergreen Park, Ill. 5,264 5 2 175 
Methodist Hospital of ¢ ‘entral Peoria, Ill. W. H. ree 6,818 4 4 200 
Ball Memorial Muneie, Ind. R. 4,786 45 1 1 25 


4 
551 
Numerical and other references will be found on pages 556 through 559. 
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26. SURGERY—Continued 


es 335 E82 
Name of Hospital Location Chief fe < ne 
Good Samaritan Pack Lexington, Ky. A. E. Grim 2,001 18 1 1 225 
Ochsner Hospital !.......... New Orleans A. 261 19 7 7 225 
Central Maine General Hospital ?............... seeeeeeee Lewiston, Maine W. V. Cox. ‘ eo 8,329 40 1 1 225 
Boston A. 1,620 5 2 2 75 
Fitchburg, F. Pp. 8,247 46 2 3 200 
Evangelical Deaconess Hospital 1-®............ccceeeeccceeseeeees Detroit T. H. Hunt... 2,056 14 1 1 807 
Jennings Memorial Hospital ?-%........ ee Detroit J. B. Hartzell.... . 530 3 2 2 850 
Woman's Hospital Detroit J. R. Brown..... see 8,616 20 1 8 475 
on Secours Hospital Miskdancierunaeesskedstantbanee Grosse Pointe, Mich. J. Blain...... westeee ~o 9 1 2 415 
Edward W. Sparrow Lansing, Mich. S. H. Rutledge..... 25 1 1 425 
Menorah Medicai ¢ Kansas City, Mo. P. H. Halperin...... 43 3 6 200 
Missouri Methodist Hospital t. Joseph, Mo. 8. C. Benson 34 3 3 225 
St. Elizabeth Hospital Lineoln, Neb. R. F. Mueller......... wes 25 3 3 350 
Monmouth Memorial Hospital TT Long Branch, N. H. Kazmann.. 48 1 2 200 
orristown Me Hospital Morristown, N. 7. 85 1 1 250 
Presbyterian Hospital Newark, N.¢d. H. 45 3 3 175 
New York City P. Klingenstein.............. 896 10 4 4 80 
Jewish Memorial Hospital New York City 1,680 16 1 1 150 
er New York City B. Sherwin-C. B. Ripstein.. 3,199 12 1 1 100 
Mother Cabrini ‘Memoria New City 6469540004 1,404 4 i 125 
Kate Bitting Reynolds Memorial Hospital #-8..... Salem, N. J. M. Walker, Jr.......... 2,165 16 1 3 300 
Bismarck, N. Da R. Ww aldsehinidt 722 2 3 3 800 
Cineinnati R. W. Good.. . 10 3 3 175 
Hazleton, Pa. J. P. H. Kettrick......... 2,627 14 3 4 417 
Philadelphia P. MeCarthy.......... ORY 13 2 2 250 
St. Margaret Memorial Pittsburgh J. 1,297 12 1 1 300 
Wilkes-Barre General Hospital Wilkes-Barre, Pa. 6.6660 15 2 2 225 
Memorial Hospital 1- Chattanooga, Tenn. F. B 1,599 6 4 4 250 
St. Mary’s Memorial Hospital 1-8.............. Knoxville, Tenn. ©. L. 29 2 2 250 
Fort Worth, Texas 6,487 31 2 4 300 
Baptist Memorial Hospital San Antonio, Texas 5,441 25 1 1 150 
Thomas D. Dee Memorial Hospital '-3..................0008- Ogden, Utah ae reer 8,551 17 3 3 300 
Laird Memorial Hospital Montgomery, W. Va. W. R. Laird..... 17 as 1 200) 
La Crosse La Crosse, Wis. 2,332 17 2 2 300 
Evangelical Deaconess Hospital OE... pescdnndeakesadasesesanane Milwaukee H. B. Benjamin................... 1,4 5 3 4 250 
27. THORACIC SURGERY 
Residency programs in the eee hospitals have been approved by the Council and the Board of Thoracic 
Surgery, as offering acceptable training in the specialty. 
‘santa, 95; Assistant Residencies and Residencies, 204 
= Se = > 
& Fst St. 
S wes BEE 
Name of Hospital Location Chief of Service 
UNITED STATES ARMY 
Fitzsimons Army Hospital ?.............. De 939 9 2 4 2 
Army Medical Center Washington, D. E. J. Jahnke, 143 4 2 4 2 
UNITED STATES NAVY 
San Diego, Calif. J. M. Hanner.. 180 13 1 2 
NONFEDERAL AND VETERANS ADMINISTRATION 
City of Hope Medical Center 464 25 1 1 1 400 
Veterans Admin. Hospital FF. 374 37 1 2 2 
Highland-Alameda County Hospital Oakland, Calif. ina 321 7 2 2 200) 


Numericai and other references will be found on pages 556 ‘through 559. 
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27. THORACIC SURGERY—Continued 
a 
“38 
Name of Hospital Location Chief of Service maw Mew 
Harbor General Hospital . Torrance, Calif. B. H. 119 6 1 2 2 246 
National Jewish Hospital Denver J. B. Grow....... 430 2 1 2 2 2) 
Grace-New Haven ( ‘ommtnity Hospital '-*,..... . New Haven, Conn. E. Lindskog 565 21 1 2 1» 
Cedarerent Conn. R. L. Kemler..... 301 4 1 1 1 335 
Norwich, Conn. W. O. Kelley............. 491 6 2 2 1 335 
George University Hospital 3-8.......... W nshington D.C. 00S 483 18 1 2 2 2 
Chicago State Tuberculosis Sanitarium TUTE Chicago H. tT TOT 27 8 2 2 1 300 
City of Chicago Municipal Sanitarium 1-8.......... Chicago W.M 1,500 12 oe 9 1 185 
Northwestern University Medical ¢ 
State University of lowa Hospitals Iowa City J. H. Ebrenhaft... Incl. in Surgery 2 2 200 
University of Kansas Medical Center Kansas City, Kan OF. 199 oe 1 2 
Charity Hospital of Louisiana 
Louisiana State New Orleans L. were 162 6 1 2 2 200 
New Orleans Creech ‘ 193 6 1 2 2 200 
Confederate Memorial Shreveport, La W. ‘Met 242 4 1 2 200 
Baltimore A. Cowley......... 171 3 5 2 15 
New England Deaconess Hospital Boston R. H. Overholt............... Incl. in Surgery 2 5 2 20) 
Veterans Admin. Hospital Minneapolis J. Ferguson................ 117 19 1 1 2 
Mississippi State Sanatorium, Miss. W. 173 1 1 1 300 
Missouri State Sanatorium Mount Vernon, Mo. 627 29 3 1 
B.S. Pollak Hospital for Chest Jersey City, N. J. 2 167 
Kings County Hospital 
Brooklyn, M. Newman ........ 19? 16 1 2 2 104 
Edward J. Meyer Memorial Hospital Buffalo J. D. 94 4 2 2 248 
Bellevue Hospital Center 
Diy. I—Columbia University New York City .. Inel. in Pul. 4 2 105 
Bronx Municipal Hospital Center New York City 108 2 157 
New York Medical College-Metropolitan Medical Center 
St. Joseph’s Hospital for Chest Diseases 8) .00.......... New York City W. W. ere 643 7 2 1 250 
Veterans Admin. Hospital New York City (Bronx) A. 125 7 2 
Homer Folks Tuberculosis Hospital Oneonta, N. Y. 197 5 9 9 1 495 
Ray Brook State Tuberculosis Hospital Ray Brook, N. Y. D. V. 242 9 2 495 
North Carolina Memorial Hospital Chapel Hill, N.C. 239 5 1 239 
Charlotte Memorial Hospital Charlotte, N.C. 195 7 1 2 250 
Cleveland G. H. A. Clowes, 191 16 ? ? 150 
Sunny Acres-Cuyahoga County Tuberculosis Hospital 138 4 1 1 1 458 
Benjamin Franklin-Mount Carmel Hospitals Columbus, Ohio ude S10 22 1 1 2 40) 
Ohio State University Hospitals 
Ohio Tuberculosis Hospital Columbus, Ohio 7 2 152 
University of Oregon Medical School 
Philadelphia R. P. Glover-T. J. E, O'Neill 10? 4 1 2 1 150 
Hahnemann Medical ¢ voltege Philadelphia A 219 73 5 2 75 
ees Philadelphia F. G. Harrison, Sr. .......... 332 6 1 1 1 10 
Health Center Hospitals ot the 
University of Pennsylvania Sehool of Mediecine........... Pittsburgh 690 14 1 4 3 175 
West Tennessee Tuberculosis Memphis, Tenn. 365 2 2 4 2 200) 
Vanderbilt University Hospital Nashville, Tenn, R. A. 260 10 1 2 
Dallas, ‘Texas 492 6 2 2 2 915 
University of Texas Medical Branch Hospitals Galveston, Texas Inel. in 1 2 2 160 
Dr. W. H. Groves Latter-Day Saints Hospital Salt Lake City 801 8 1 2 
University of Virginia Hospital !-*,................. Charlottesville, Va. 691 12 2 2 
Veterans Admin. Hospital Milwaukee (Wood), Wis. 226 9 1 1 2 


Numerical and other references wilt be found on pages 556 through 559. 
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28. UROLOGY 


Residency programs in the following hospitals have been peareveg py a Counell and the American Board 

of Urology, through the Residency Review Committee for pe By rograms are Ay: for THREE 

years of training. All hospitals listed offer three years of training ‘ntramurally, or on an Integrated basis 
through affiliation with another approved institution 


Hospitals, 233; Assistant Residencies and Residencies, 708 


Name of Hospital Location Chief of Service & 
UNITED STATES ARMY 
Letterman Army Hospital San Francisco E. Lewis ...... 333 5 1 3 
Army Medical Center Washington, D.C. J. F. 482 2 6 
Brooke Army Hospital San Antonio, Texas L. K. 1,019 2 6 
Tripler Army Hospital Honolulu, T. H. 1,249 4 1 3 
UNITED STATES NAVY 
RES Oakland, Calif. M. 8. Curtis......... 685 6 1 3 eee 
San Diego, Calif. J. R. Dillon, Jr......... 1,404 12 1 3 ves 
ss St. Albe — N. Y. J. F. Riehardson........... .. 532 1 1 
UNITED STATES PUBLIC HEALTH SERVICE 
U.S. Public Health Service Hospital Stapleton, S. I., N. Y. 764 7 1 6 
DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 
NONFEDERAL AND VETERANS ADMINISTRATION 
Carraway Methodist Hospital Birmingham, Ala. 529 2 1 2) 
University of Alabama Medical ¢ nie 
University Hospital and Hillman ¢ ‘linie Birmingham, Ala. es 398 2 8 108 
Veterans Admin. Hosp Birmingham, Ala. 308 10 1 1 
Kern County General Hospital Bakersfield, Calif. 324 7 1 2 325 
Veterans Admin. Hospital Long Beach, Calif. 641 15 1 3 
University of ¢ ‘alifornia Medieal Center 
Presbyterian Hospital- Olmsted Memorial Lo igeles 1,050 2? 1 1 200 
Highland-Alameda County Hospital ‘ali. 475 14 1 1 200 
San Diego County General Hoxpital San Diego, Calif. BE. Le Due... 333 7 1 3 176 
Southern Pacifie General Hospital San Franciseo 392 4 1 8 175 
Stanford University Hospitals 
San Francisco Hospital- 
(Stanford University Service) San Francisco 279 7 2 195 
Stanford University Hospitals San Francisco 501 5 1 2 
University of ¢ ‘alitornia Hospitals 
San Francisco 331 5 1 1 200) 
San Francisco Hosp cs 
(University of California Service) San Francisco 278 13 2 2 195 
University of California Hospital San Francisco D. R. 649 4 1 3 210 
Santa Clara County Hospital San Jose, Calif. 282 9 1 260 
San Francisco H. M. D. R. Smith...... 300 10 1 8 
University of Colorado Medieal Center 
Girace-New Haven Community New Haven, Conn. 908 10 1 3 
District of Columbia General Hospital '-4............ Washington, D. Cc. R. 3. L. Culbertson........... 347 2 1 3 233 
Veterans Admin. Hospital '-3-!°*—Georgetown 
Duval Medical Center-St Vincent" s Fla. 948 15 1 5 175 
Memorial Mia Fla. M. M. Coplan: W. L. Fitzgerald... 44 16 2? 6 7h 
Cs Memorial Mompital Fla. 1,245 18 1 3 325 
Atlanta, Ga. 383 2 3 
Memoriel Hospital of ¢ ‘hatham Savannah, Ga. 433 1 3 350 
Northweetarn Univ ‘Medical Center 
Chicago Wesley Memorial Hospital Chicago 897 6 1 2 125 
Veterans Admin. Reseureh Chicago F. W. Preston-V. J. O’Conor..... 333 11 1 2 
University of Illinois Researe and Edueational Hospitals Chieago 5 1 175 
Indiana University Medical ¢ aioe 
[Indianapolis General Hospital Indianapolis 323 1 3 205 
Indiana University Hospitals *-*97.... Indianapolis 297 10 1 4 165 
Veterans Admin. Hospital) Des Moines, lowa 724 12 1 3 
State University of lowa Hospitals lowa City 2,007 26 3 s 140 
University of Medical Center 


“Numerical and other references will be found on pages 556 through 559. 
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28. UROLOGY—Continued 


& a 
Name of Hospital Location Chief of Service Se 
Charity Hospital of Louisiana 
Independent Unit ?.................. New Orleans R. J. Mailhes..... 493 9 1 8 100 
Tulane University Unit New Orleans 1,175 13 2 7 100 
Ochsner Foundation Hospital TERT PER New Orleans 466 3 1 3 225 
Confederate Memorial Medical enter Shreveport, La. R. K. Womack....... 1,053 5 1 4 125 
University Hospital Baltimore 73R 6 1 8 75 
Veterans Admin. Hospital . Fort Howard, Md. H. J. Meisel 182 9 1 1 
Massachusetts General Hospital ..... Boston W. F. 1,524 1 3 67 
Massachusetts Memorial Hospitals TET 456 1 1 3 100 
Peter Bent Brigham Hospital 1-2-9 Boston Incl. in Surgery ‘ 8 42 
Veterans Admin. Hospital West Roxbury, Mass. 54.648 0604008 257 2 
Veterans Admin. Hospital Boston (Jamaica Plain) 726 16 3 
University Hospital Ann Arbor, Mich. 1,509 10 ‘ 9 186 
Wayne County General Hospital and Infirmary 1-8......... Eloise, Mich. 437 21 4 316 
Minneapolis General Hospital Mary’ s Hospital Minneapolis TT 1,275 22 1 5 200 
TT Minn G. J. Thompson........... 3,412 15 5 20 175 
Ancker Hospital 1- -8—Charles T. Miller Hospital !-3............. Paul 935 20 1 4 185 
University of Mississippi Medical Center 
Jackson, Miss. T. Ainsworth ..... 170 4 1 250 
Kansas City General Hospital Kansas Mo. 374 2 1 3 200 
. Louis J. J. Cordonnier........- 1,086 19 2 6 75 
Homer G. Phillips Hospital St Louis M. Abrome 4 9 2 7 297 
St. Louis City Hospital 4-8.......... St. Louis W. P. Melick... "55 10 ] 3 92 
Dartmouth Medical School Affiliated Hospitals Wes 869 11 1 3 218 
Jersey City Medical Center Jersey City, N. J. 450 4 1 3 146 
Harrison S. Martla nd Medical New J. 370 7 1 162 
Albany Hospital Albany, N. Y. 5 13 1 3 160 
Kings C ounty. 
Long Island College Hospital Brooklyn, N. Y. H. Hartin 695 4 1 3 156 
Maimonides Hospit Brooklyn, N. Y. H. 1,088 9 1 3 75 
Methodist Hospital tk srooklyn, N. Y. Oo. P. Schoeneman 748 3 1 1 175 
Edward J. Mey r Memorial Hospital Buffalo 447 10 1 3 248 
Elmhurst General Hospital Elmhurst, N. Y. 290) 5 1 3 104 
Hempstead, N. Y. 549 29 1 3 225 
Bellevue Hospital ¢ er 
Diy. ~Cornell University New York City 480 9 1 4 7 
Div. 1V—New York University 
Bronx Municipal Hospital ( “enter New York City 234 13 2 4 105 
Hackensack Hospital Hackensack, N. J. 470 6 1 1 150 
Mount Sinai Hospital New York City G. D. Oppenheimer................ 1,355 11 3 5 75 
New York Medical ¢ Metropolitan Medical Center 
New York City ses 495 7 1 3 104 
New York Polyclinic Medical School and Hospital '-*.... New York City 625 9 1 3 25 
New York City 601 1 3 100 
Veterans Admin. Hospital City (Manhattan) 431 6 1 3 
State University of New York Upstate Medical 
Syracuse, N. Y. F. O 15 ee 3 233 
North Carolina Memorial Hospital Chapel Hill, N. C. P. 315 2 1 239 
North Carolina Baptist Hospital Winston- N. 0. nnd 1,014 4 1 3 125 
University of ¢ School of Medicine Hospital Group 
noses Cleveland § 307 5 1 3 162.50 
Western Reserve Univ ersity Medical School Affiliated Hospitals : 4 


Numerical and other | references will be found on pages 556 through 559. 
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28. UROLOGY—Continued 


Name of Hospital Location 

Ohio State University Hospitals 

University Hospital .. Columbus, Ohio 

Univ of Oklahoma Medical Center...... 04600000000 

University Hospital Oklahoma City 

University of Oregon tor School 

Hospitals and Clinies 1-927 Portland, Ore. 
Veterans Admin. Hospital Portland, Ore. 
Geo. F. Geisinger Memorial TTT Danville, Pa. 
Albert Einstein Medical Center Philadelphia 
Episcopal Hospital Philadelphia 
Graduate Hospital of 

Hahnemann Medical ( sx Philadelphia 
Hospital of the University of Pennsylvania OE, seaceuliiaas Philadelphia 
Health Center Wospitais of the University of Pittsburgh 

Wilkes-Barre General Hospital Wilkes-Barre, Pa. 
Medical College of South Carolina 

City of Memphis Hospitals 1-3-4*%,..................00.- emphis, Tenn. 

George W. Hubbard Hospita)] Nashville, Te enn. 


Vanderbilt University Hospital 1-3....................06. Nashv ille, Tenn. 


Parkland Memorial Hospital Dallas, Texas 
University of Texas Medical Branch Hospitals 1-8..... Galveston, Texas 
Baylor University College of Medicine Aftihated Hospitals 
Jefferson Davis Hospita ee Houston, Texas 
St. Luke's Houston, Texas 
Veterans Admin. Hospital Houston, Texas 
University of Vermont ‘Affiliated Hospitals 
De Goesbriand Memorial jHospit Burlington, Vt. 
University of Virginia Hospital 1-3................... Charlottesville, Va. 
Medical College of Virginia- Hospital Division 1-3-3873, | Richmond, Va. 


Veterans Admin. Hospital Richmond, Va. 
King County Hospital Unit No. Seattle 


attle 
Madison General Hospital * Madison, Wis. 
Veterans Admin. Hospital “Wis. 
Juan, P. R 


£3 a Sas 
= = ge Ste 
Chief of Service Se £26 £85 
W.N. Taylor.... “4 770 18 5 202 
E. F. Kelly. 247 9 1 2 ee 
E. A. Ockuly.... 1, cr) 1 4 275 
A. S. Avery.. 7 
Cc, Hod ges. eee eee ee 457 10 1 4 100 
D. P. Paull. 680 6 a 1 eae 
W. I. Buchert.. boesseevseuteseceus 1,149 8 1 3 175 
R. ¢ 498 7 1 3 225 
E. Hes eee ee eee 1,022 15 1 4 200 
J... Lanshe-it E. Allyn.. 681 11 1 1 250 
M. Muschat ..........0. 1,283 1 3 150 
G. D. 444 5 1 2 150 
H. M. 281 3 2 
a oek..... 391 3 1 1 250 
E. W. Cc Pe 1 3 75 
1,023 10 1 4 125 
T. — 1,381 13 3 100 
L,. B. 599 5 2 2 20 
L. Met 357 21 1 4 121 
K. B. Conger 648 5 1 2 eee 
J. L. Hamilton. 731 3 1 2 200 
C. C. 657 1 1 3 235 
463 2 1 3 150 
C. A. Kuehn..... 5OR 1 4 
W. 567 5 1 1 200 
635 10 1 1 225 
E. K. 760 15 1 2 100 
P. W. Sanders, pe iesnepenenanets 597 7 1 3 137 
L. P. Thaekston.. 1,231 10 1 2 200) 
755 9 8 6 125 
H. D. 1,877 10 1 335 
W.S. Bradley, 1,114 4 1 3 
E. Haines.. sae 289 1 1 1 
H. M. 4 6 1 4 125 
A. 547 9 1 2 as 
Cc, A 5386 6 1 3 160 
346 10 1 3 75 
M. K. O'Heeron........... 100 
M. K. O’Heeron.......... 737 6 1 1 220 
1,917 9 1 4 100 
381 1 4 167 
A. I. 942 1 3 100) 
D. F. MeDonaid 416 16 1 2 125 
A. P. Schoenenberger heevenaseae we 816 10 1 1 150 
907 2% 1 4 


NUMERICAL AND OTHER REFERENCES 


1. Appointments available to women applicants. 
2. Appointments available to women applicants only. 
3. Appointments available to graduates of foreign medical schools. 


Includes fellowships. 
10. Training at the third year level only, 
12. May inelude one year tellowships in the Department of Cardiology. 
13. May inelide one year of training at Cook County Hospital, Chieago, 


by special arranvement. 
14. May include one year of surgical research at Louisiana State Univer 
sity Schoo! of Medicine 
5. Training hmited to Contagious Diseases. 
Approved tor affiliate training only. 
7. Formerly New York City Hospital, New York, N. Y. 
Il (Cornell and 


18, Combined integrated program—Bellevue, Diy. Me 
morial Caneer Center) 
19. Training in pediatric psychiatry (third year level) 


% To include one year of affiliate training at the second year level at 


the University Hospitals (Lakeside) Cleveland. 


21. This one year of training is equivalent to one year of basie science 


as a part of an approved three year program. 
». University of Texas coordinates program of three years’ duration. 


laboratory is availa 


24. Includes one year of faite at Veterans Administration Hospital, 
lowa City 

25. Provides training at the third year level, affiliate dees with Univer- 
sity of Minnesota Hospitals, Minneapolis, Minn 

26. Approved for affiliate training only. 


27. Obstetrical and Gynecological pathology only. 
Special pathology as a part of pathologic anatomy. 
quirements. 

Category P. Am 


Bd. of Pathology. See Page 5&4. 


An additional one geoe of fellowship training in cardio-pulmonary 


See Board re- 


LaRabida Sanitarium, Lewis Memorial Maternity Hospital, Municipal 
Contagious Disease Hospital, St. Joseph Hospital, St. Vincent's Hos- 
pital, Chicago. 
Methodist Hospital and St. Francis Hospital Divisions. 
Approved for one year of training in Hematology as a part of or 
ree to the residency training program in Internal Medicine 

liate rotation at New Haven Medical Center, 1 rare 
Community Hospit al. 
Six 7 ot irelaieg is afforded at University Hospitals, lowa 
City 
Offer a at the third year level only. 
Provides training at the 3rd year ae affiliated with University of 
Minnesota Hospital, Minneapolis, Min 
Includes one year of training at Parkland Memorial Hospital, Dallas, 

‘eXas. 

Approved for training at the first year level. 
One year affiliation available at Veterans Admin. 
City, Lowa. 
Approved for one year of training og alent Wd one year of basie 
science as a part of an approved three year program. 
Approved Category P. Residents souls consult Page 584. 
Approved Category M. Residents interested should consult Page 584. 
Approved Category H. Residents interested should consult Page 584. 
Approved Category N-1. Residents interested should consult Page 584. 
Includes one year fellowship in the cardiopulmonary laboratory. 
Provides one year of training at third year level as part of three 
year program at City of Memphis Hospitals. 
Includes one year of training at State Univ ersity of lowa Hospitals, 
lowa City, lowa 
John A. Andrew 


Hospital, lowa 


EEE} 


“Memorial Hospital, Institute, Ala.: 


G. W. Hubbard Hospital, Nashville, Te 


nn. 
Jobn A. Andrew Memorial Hospital, Tuskegee Institute, Ala.; 
St. Jude Hospital, Montgomery, Ala.; 
Freedmen's Hospital, Washington, D. Cc. 
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John A. Andrew Memorial Hospital, ay tg Institute, Ala.; 
Minois Eye and Ear Infirmary, Chica Il. 

John A. Andrew Memorial Hospital, ‘Paskaaue Institute, Ala, 
Pima County General Hospital, Tueson, Ariz. 

University Hospital, Little Rock, Ark 

Valley Children’s Hospital, Fresno, Calif. 

Langley Porter Clinic, San Francisco, Calif. 

Harbor General Hospital, Torrance, Calif. 

Seaside Memorial Hospital, Long Beach, Calif. 

Orange C ‘ounty General Hospital, Orange, Calif.: 

Donald N. Sharp Memorial Com. ~ San Diego, Calif.; 
Santa Monica Hospital, Santa Monica, 4 


= 


Children 3 Hospital, Los Angeles, Calif. 
Los Angeles County Hospital, Los Angeles, Calif. 
University of California Medical ( ‘enter, Los Angeles: 
Harbor General Hospital, Torrance, Ca lif. 
Child Guidance Clinic, Los Angeles 
Psychiatric Service, Reiss Davis Clinie, 
University of California Medical Center 
Veterans Admin. Mental Hygiene Clinic, Los Angeles 
San Joaquin General Hospital, French Camp, Calif. 
University of Calif. Medical Center, Los Angeles; 
Pasadena Child Guidance Pasadena, alif.; 
Pacific State Hospital, Pomona, Calif. 
Samuel Merritt Hospital, Oakland, Callf. 
Fairmont Hospital of Alameda ¢ ‘ty., San Leandro, Callf.: 
samuel Merritt Hospital, Calif. 
Peralta Hospital, Oakland, Calif. 
Hospital, Oakland, Calif. 

we 
State of California Mental Hygiene Clinic, Berkeley, Calif.: 
Children’s Hospita 
Langley Porter ¢ ‘linte, 
Mount Zion Hospital, 
Stanford Lane Hospitals, 
Admin. Hospital, 


Regional Office Mental Hygiene Clinie, San Francisco, Calff.; 


San Mateo © “hild Guidance Clinic, San Mateo, Calif. 

Eye and Ear Hospital 

Children’s Hospital, Los Angeles, Calif. 

Children's Hospital of the East Ay Oakland, Calif. 
Highland-Alameda County Hos pital, Oakland, Calif. 
California Babies & Children’s Hospital 

California Hospital, Los Angeles, Calif. 

San Francisco Hospital, San Dethalnde, Calif. 

Stanford University Hospital, San Franciseo, Calif. 
Children’s Medical Center, Boston, Mas 

University of California Hospital, San —_— 

University of California Students’ Health Service, Berkeley: 
(Cowell Memorial Hospital) 

San Francisco City & County Hospital, San Francisco, Calif. 
Santa Barbara General Hospital, Santa Barbara, Calif. 
Veterans Admin. Hospital, Los Angeles, Calif. 

University of Calif. Medical : — Los Angeles, Calif. 
Children’s Hospital, Denver, 

Children’s Hospital 

St. Luke's Hospital, Denver, Colo. 


Children’s Hospital, Colorado General Hospital, Denver General Hos- 
an Fitzsimons Army Hospital, General Rose Hospital, Denver, 


Colorado Psychiatrie Hospital 
Denver General Hospital, Denver, Colo. 
Denver General Hospital, Denver, Colo. 
Parkview Hospital, Pueblo, Colo. 
Corwin Hospital, Pueblo, Colo. 
Corwin Hospital, 
Mary's Hospital, Pueblo, Colo 
J. MeCook Memorial Hospital, Har tford, Conn.;: 
RA. oes Home for Crippled Children, Newington, Conn. 
Veterans Admin. Hospital, Newington, Conn 
Beverly Hospital, Beverly, Mass.; 
Holyoke Hospital, Holyoke, Mass. 
Cedarcrest State T. B. Sanatorium, Newington, Conn.: 
Veterans Admin. Hospital, Newington, Conn. 
Cedarcrest State Tuberculosis Sanatorium, Newington, Conn.; 
Uneas-on-Thames State Sanatorium, Norwich, Conn.; 
Day-Kimoall Hospital, Putn nat n, Conn 
Johnson Memorial Hospital, Stafford Springs, Conn. 
Veterans Admin. Hospital, Newington, Conn. 
Veterans Admin. Hospital, Newington, Conn 
eterans Home and Rocky Hill, Conn.; 
Memorial Hospital, New Yor 
Veterans Admin. Hospital, We t Ha ven, 
Windham Community Hospital, W 
Southbury Training School, Southbury, Conn. 
Veterans Admin. ae, West Haven, Conn. 
Hartford Hospital, New Haven, Conn. 
Grace-New Haven ¢ Hospital, New Haven, Conn.; 
Stamford Hospital, Stamford, Con 
Grace-New Haven Community Hospital, New Haven, Conn. 
District of Columbia General Washington, D. C, 
Children’s Hospital, Washington, D. 
Distriet of Columbia General Hospital, Washington, D. C. 
wk Forces Institute of Pathology, 
General Hospital, 
ek wn University Hospital, Washington, D. C. 
Armed Forces Institute of Pathology, 
George Washington University Hospital, Washington, D. C, 
George W eee University Hospital, 
Walter Reed Army Hospital, W ashington, D. C. 
Columbia Hospital, Washington, D.C. 
St. Vincent’s Hospital, Jacksonville, Fla. 
Brewster Hospital, Jacksonville, Fla. 
Duval Medical Center, Jacksonville, Fla. 
Variety Children’s Hospital, Miami, Fla. 
Grady Memorial Hospital, Atlanta, Ga. 
Eugene Talmadge Memorial Hospital, 
University Hospital, Augusta, Ga. 
Chieago Wesley Memorial Hospital, Chicago, IN. 
Municipal Tuberculosis Sanitarium, Chicago 
Lewis Memorial Hospital, 
St. Vincent's Infant Hospital, Chicago 


Ca 
Los Angeles ounty General Hospital, Los An- 


119. 


162. 
163 


Loretto Hospital, 
(hieago State Hospital, Chicago; 
Veterans Admin. Hospital, Hines, Il. 
Chicago Wesley Memorial Hospital, 
Children's Memorial Hospita 
Veterans Admin. Research Hospital, Chicago 
Presbyterian Hospital, Chieago, Il. 
Veterans Admin. West Side Hospital, Chieago, IN. 
Methodist Hospital, Peoria, 
Indiana University Medical ¢ ‘enter, Indianapolis, Ind. 
Cook County Hospital, ¢ ae Il. 
Indianapolis General Hos 
Indiana University Medical. ‘enter, Ind. 
Methodist Hospital, Indianapolis, Indian 
Broadlawns Polk County Hospital, Des Moines, Ia. 
State University of Iowa He spitals, Iowa City, Ta.; 
Raymond Blank Memorial Hospital, Des Moines, la. 
State University of lowa Hospitals, lowa City ia 
Kansas Children Receiving Home, 
Larned State Hospital, Larned, Kansa 
Osawatomie State Hospital, Goewaterie. Kansas; 
Parsons State Training School, rypeens. ‘Kansas; 
Boys Industrial School, Topeka, Kansa 
Winfleld State Training School, Winfleld, Kansas 
Menninger Foundation, 
Shawnee Guidance Center, Topeka, Kansas 
Topeka State Hospital, Topeka, Kansas 
Children’s Merey Hospital, 
St. Luke's City, Mo. 
Research Hospital, 
Veterans Admin. Hospital, Kansas City, Mo. 
Louisville Child Guidance Clinie, Louisville, Ky. 
Children’s Hospital, Louisville, 
Kentucky Baptist Hospital, Louisville, Ky. 
Children’s Hospita 
Veterans Admin. Hocpital, Louisville, Ky. 
Children’s Hospital 

Jewish Hospital, 
Kentucky Baptist Hospital, Louisv rg Ky. 
St. Joseph's Hospital, Lexington, 
Veterans Admin. Hospital, “ky. 
Children’s Hospita 
Norton Memorial Hospital, 
Veterans Admin. Hospital, Louisville, Ky. 
Veterans Admin. Hospital, Louisville, Ky. 
Louisville General Hospital, Louisville, Ky. 
Kentucky Baptist Hospital, Louisville, Ky 
Charity Hospital of Louisiana, New Grinane, La. 
c harity Hospital (Tulane Service) New Orleans, La. 
E. onway Memorial Monroe, La. 
Cc rippled Children’s Hospit 
Charity Hospital (Tulane Unit), New Orleans, La. 

Lallie E. Kemp ¢ wie | Hospital, independanee. La.: 
Charity Hospital, (L. U.) New Orleans, La 

Lallie E. Kemp ¢ aren Hospital, Independence, La 

E. A. Conway Memorial Hospital, Monroe, La.; 
Huey P. Long Charity Hospital, Pineville, La. 
Huey P. Long Charity Hospital, Pineville, La. 
Veterans Admin. Hospital, Hines, III. 
Augusta State Hospital, Augusta, Maine; 

Redington Memorial Hospital, Skowhegan, Maine; 
Thayer Hospital, Waterville, Maine 
Baltimore City Hospitals, Baltimore Md. 
Inlow Clinic, Shelbyville, India 
Hospital for the Women of Masstend, Baltimore, Md. 
Johns Hopkins Hospital, Baltimore, Md. 
Johns Hopkins Hospital, 
Kanner’s Clinic, 
arriet Lane Hore, Baltimore, Md. 
University Hospital, Baltimore, Md. 
Jackson Clinie, Temple Univ., Philadelphia, Pu 
Douglas A. Thom, Clinie for Children, 
Massachusetts General Hospital, 
A. Hospit 

A. H. Mental Hygiene Clinic, Boston, Mass. 
Pondville Hospital, Walpole, Mass 
Boston City Hospital, 
Boston State Hospital, Boston: 
Chelsea Soldiers’ Home, Chelsea, Mass. 
Free Hospital for Women, Brookline, Mass. 
St. Margaret's Hospital, Boston, Mass. 
Soldiers’ Home, ¢‘helsea, Mass. 
New England Baptist, 
New England Deaconess Hospital, 
Booth Memorial Hospit vo 
Parker Hill Medical Cen 
Robert Breck Brigham, a Mass. 
Children’s Medical Center, Boston 
Boston Psychopathic Hospital, Boston: 

uoaneen State Hospital, Taunton, Mass. 

New England al, 
Isotope Division and M. I. T. The srapeutic X-ray, Boston 
Boston City Hospital, 
Sanatorial Division (Boston City Bopee!) Mattapan, Boston; 
Veterans Admin. Hospital, Providence, R. 
Boston City Hospital, Boston 
Beth Israel Hospital, 
Veterans Admin, Hospital, Boston 

Lynn Hospital, ise Mass. 
Boston State Hospits 
Boston Psychopathic "Hoapitat, Boston; 
Metropolitan State Hospital, Waltham, Mass.; 
Worcester State Hospital, W canta Mass. 
Boston City Hospital, Bosto 
Soldiers’ Home, Chelsea, 

Evans Memorial Hospital, 
Haynes Memorial Hospita 

Massachusetts General gl Boston, Mass. 
Lakeville Hospital, Middleboro, Mass. 
Faulkner Hospital, Boston, Mass. 
wukeville State Sanatorium, Middleboro, Mass. 
Massachusetts General Hospital, Boston, Mass. 
emuel Shattuck Hospital, 
Mussuchusetts General Hospital, Boston 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J.A.M.A., Oct. 5, 


Massachusetts General Hospital, Boston; 
Walter E. Fernal State School, W averly, Mass. 
James Jackson Putnam Children's Center, 
Douglas A. Thom Clinie, 
Massachusetts — Hospital, 
Children’s Psychiat ‘linie, 
Harvard College Student Mental Health Clinte, 
Vv. A. Mental Hygiene Clinic, Boston 
Newport Hospital, Newport. R. A 
Children’s Hospital, Boston, Mas 
Veterans Admin. Hospital, W Bosbary, Mass. 
‘hildr’ Hospita 

ew England Hospital, 
Pondville Hospital, Walpole, Mas 
Veterans Admin. Hospital, West "Roxbury, Mass. 
Veterans Admin. Hospital, Ann Arbor, Mich. 
Children’s Hospita 
Detroit Receiving ‘Hospital, Detroit; 
Wayne County General —_o Eloise, Mich. 
Detroit Receiving Hospital, roit 
Detroit Memorial Hospital, 
Detroit Receiving Hospital, 
Women's Hospital, Detroi: 
Detroit Receiving Hospital, Detroit 
Children’s Hospital, 
Detroit Memorial Hospital, Detroit: 
Receiving Hospital, Herman Kiefer Hospital, 
Women's Hospital, Detroit 
Herman kieter Hospital, Detroit 
Veterans Admin. Hospital, Dearborn, Mich.; 
Detroit M«morial, Oakwood Hospital, 
Sinai Hospital, Woman's Hospital. Detroit 
Lafayette Clinic, Detroit, Mich. 
Children’s Hospital, Detroit Industrial Hospital, 
Detroit Receiving Hospital, Herman Kiefer Hospital, Detroit 
Children’s Hospita 
Herman hieter Hospital, Detroit 
Children’s Hospital, Detroit 
Detroit Receiving Hospital, 
Herman kiefer Hospital, Detroit 
Veterans Admin. Hospital, Minneapolis, Minn. 
Minneapotis General Hospital, Minneapolis 
Minneapolis General Hospital, 
Elizabeth Kenny Institute, 
Northwestern Hospital, 
Anecker Hospital, St. Paul, Minn 
Minneapolis General Hospital, 
V. A. Hospital, Minneapolis; 
Aneker Hospital, St. Paul: 
Anoka State Hospital, Anoka, Minn. 
Minneapolis General Hospital, 
Veterans Administration Minneapolis; 
Ancker Hospital, St. Paul, Min 
Anoka State Hospital, pm ‘Minn 
Shriners Hospital for Crippled Children, 
Veterans a Hospital, Minneapolis; 
Ancker Hospit 
Gillette State Paul, Minn. 
Minneapolis General Hospi 
Mount Sinai Hospital, 
Veterans Admin. Hospital, Minneapolis; 
Ancker Hospital, St. Paul, Minn. 

niversity of Minnesota Hospitals, Minneapolis; 
Gillette State Hospital, St. Paul, Minn. 
University of Minnesota Hospitals, Minneapolis; 
Ancker Hospital, St. Paul, Minn. 
University of Minnesota Hospitals, Minneapolis, Minn. 
Minneapo-is General Hospital, 
University of Minnesota spitals, Minneapolis 
Charles T. Miller Hospital, St) Paul, Minn. 
Veterans Admin. Hospital, Jackson, Miss. 
University of Kansas Medical Center, Kansas City, Kansas 
Children’s Merey Hospital, Kansas C ity, Mo. 
Veterans Admin. Hospital, St. Loui 
University of Missouri Hospital, 
University of Nebraska Hospital, Omaha, Neb 
Nebraska Psychiatrie Institute, Omaha 
University of Nebraska Hospital, 
Veterans Admin. Hospital, Omaha, Nebr. 
Bishop Clarkson Hospital, 
Methodist Hospital, Omaha, Nebr. 
Children’s Memorial Hospital, Omaha 
Lincoln General Hospital, Lineoln, Nebr.; 
Norfolk State Hospital, Norfolk, Nebr. 
U.S. Air Force Base Hospital, 
Bishop Clarkson Hospital, 
Immanuel Hospital, Omaha, Nebr 
Hastings State Hospital, Ingleside, Nebr.: 
Lineoln State Hospital, Lincoln, Nebr.; 
Nortolk State Hospital, Norfolk, Nebr. : 
Lutheran Hospital, Omaha, Nebr. 
Margaret Hague Maternity Hospital Center, Jersey City, N. J. 
New Jersey Sanitorium for Chest Diseases, Glen Gardner, N. J. 
Bataan Methodist Memorial Hospital, 
Bernalillo County-Indian Hospital, Albuquerque, New Mexico 
Bernalillo County-Indian Hospital. Albuquerque, New Mexico 
Albany Hospital, Albany, N. Y. 
St. Vincent's Hospital, New York City 
Syracuse Psychopathic Hospital, 
Kings County Hospital, Brooklyn, N. Y. 
Sea View Hospital, Staten Island, N. 'Yy. 
State University of New York Upstate Medical Center, Syracuse, N. Y. 
Maimonides Hospital, Brooklyn, N. Y. 
Long Island College Hospital, 
Kings County Hospital, Brooklyn, N. 
Bellevue Medical Center, New City 
( wa s Hospital, Buffalo, N. Y. 
E. J. Meyer Memorial Hospital, 
atk Park Memorial Hospital, Buffalo 
Children’s Hospital, 
Roswell Park Memorial Hospital, Buffalo 
Edward J. Meyer Memoria! Hospital, Buffalo 


268. 


Children’s Hospital, 
Veterans Admin. Hospital, Buffalo; 
J.N. Adam Hospital, Perrysburg, N. 
Children’s Hospi 
Park Hospital, Buffalo; 

N. Adam Memorial Hospital, Perrysburg, N. Y. 
Noswel Park Memorial Hospital, Buffalo 
Buffalo General Hospital, Buffalo 
Buffalo Eye & Ear Hospital, 
Wettlaufer Clinie, Buffalo 
Allied Sisters of Charity Hospital. 
Roswell Park Memorial Institute, Buf els 
Buffalo General Hospital, 
Children’s Hospital, Buffalo 
Buffalo General Hospital, 
Children’s Hospital, Buffalo; 
J.N. Adam Memorial Hospital, Perrysburg, N. 
Strong Memorial-Rochester Municipal erhiahe Rochester, N. Y. 
Brooklyn Juvenile Guidance N. Y.; 
Mount Siaai Hospital, New Yo 
Hospital for Joint Diseases, New York City 
Queens Gencral Hospital, Ja N. 
Payne Whitney Clinic, ¢ ‘ommell ‘University Medical College (New York 
Hospital) New York Cit 
Presbyterian Hospital, New York City 
Montefiore Hospital, New York City 
friboro Hospital, Jamaica, New York 
Memorial Center for Cancer and Allied Diseases, New York City 
New York Hospital, New York City 
Knickerbocker Hospita 
University Hospital, New York City 
University Hospital, 
Veterans Admin. (Manhattan), 
Manhattan V. A. ional Office, New York City 
Goldwater Hospital, 
Montefiore Hospital, 
St. Barnabas Hospital, 
St. Vineent’s Hospital, 
University Hospital, New York . ‘ity; 
Grasslands Hospital, Valhalla, : 
New York State Rehabilitation Hospital, West Haverstraw, N. Y. 
University Hospital, 
Veterans Admin. Hospital (Manhattan) New York City 
Knickerbocker Hospita 
Veterans Admin. Hospital (Manhattan), 
University Hospital, New York City 
Central Islip State Hospital, ¢ entral Islip, N. Y.; 
University Hospital, 
Veterans Admin. Hospital (Manhattan) New York City 
Meadowbrook a Hempstead, N. Y.; 
University Hosp 
Veterans Hospital (Manhattan), New York 
State Rehabilitation Center, West Haverstraw, N. 
Beekman-Downtown Hospit al, 
Gouverneur Hospital, 
Manhattan State Hospital, 
Hospital, 
Veterans Admin. Hospital 
Easton Hosp., Easton, 
St. Vincent's Hospital, 
University Hospital, New York City 
Goldwater Memorial Hospital, 
Gouverneur Hospital, ~y York City 
French Hospital, New York City 
Sellevue Medical Center—(NYU ILI); 
Rehabilitation Institute, New York City 
Bellevue Medical Center—(NYU Division III), New York City 
Bellevue Hospital Center, New York City 
Mount Sinai Hospital, New York City 
Margaret Hague Hospital, Jersey C ity, N. J. 
University Hospital, New York City 
Bronx M: inicipal Hospital, 
St. Vincent's Hospital, New York City 
Francis Delafield Hospital, 
Goldwater Memorial Becpital, New York City 
Hospital, Sunmount, New York 

e Psychiatric Institute, New York lity 

C Re. Institute for Psychobiologic Studies, Queens Village, N. Y.; 
New York State Psychiatrie Institute, 
Mount Sinai Hospital, New York ¢ ‘ity 
Strong Memorial Hospital, Rochester, 
Iinois Eye and Ear Infirmary, Chica 
N. Y. State Psychiatric Institute, New York City; 
Strong Memorial Hospital, Rochester, N. Y. 
Highland Hospital, Rochester, N. Y.; 
Veterans Admin. Hospital, Batavia, N. Y. 
Genesee Hospital, Rochester, N. Y. 
Rochester State Hospital, Rochester, N. Y. 
St. Michael's Hospital, Newark, N. J. 
St. Luke's Hospital, New York City 
Richmond Borough Hospital for Cont. Dis., Staten Island, N. Y. 
Columbia-Presbyterian Medical Center, New York, N. Y. 
Ellis Hospital, Schenectady, N. 
Payne Whitney Clinie of the New ‘York Hospital, 
Neurological Institute, 
Montefiore Hospital, New York City; 
Grasslands Hospital, Valhalla, N. Y. 
Flower & Fifth Avenue—New York Medical College Hospital, 
New York City 
New York University, Bellevue Medical Center, New York City 
Lineoln Hospital, 
Watts Hospital, 
North Carolina Cerebral Palsy Hospital, Durham, No. Car.: 
Charlotte Memorial Hospital, Charlotte, No. Car. 
Warm Springs Foundation Hospital, Warm Pn Ga. 
Charity Hospital of Louisiana, New Orleans, La.; 
Watts Hospital, Durham, No. Car. 
Veterans Admin. Hospital, Durham, No. Car. 
Veterans Admin. Hospital, 
Watts Hospital, Durham, No. Car.; 
North Carolina Sanitarium, MeCain, No. Car. 
Children’s Hospital, Akron, Ohio 


New York City; 
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Cincinnati General Hospital, Cincinnati, Ohio 
Longview State Hospital, Cincinnati, Ohio 


. University Hospital, 


Veterans Admin. Hospital, Cleveland, Ohio 

Cleveland City Hospital, 

Veterans Admin. Hospital, Cleveland, Ohio 

Cleveland City Hospital, Cleveland 

University Hospitals, Cleveland 

Veterans Admin. Hospital, Brecksville, Ohio 

Cleveland City Hospital, 

University Hospitals, Cleveland 

Juvenile Diagnostic Center and Columbus Receiving Hospital 
for Children, Columbus, Ohio 
Children's Mental Health Center, 

Columbus Receiving Hospital for Children, 

Columbus Psychiatrie Clinic, Columbus, Ohio 

Children's Hospital, Columbus, Ohio 

University Hospital, Columbus, Ohio 

Florence Crittenton Home, 

St. Ann's Hospital for Women, Columbus, Ohio 

James Hospital (Ohio State Penitentiary) Columbus, Ohio 
Ohio Tuberculosis Hospital, Columbus, Ohio 

Columbus Receiving Hospital, Columbus, Ohio 

Maumee Valley Hospital, Toledo, Ohio 

Central State Hospital, Norman, Okla. 

Merey Hospital, Oklahoma City, Okla. 

Wesley Hospital, Oklahoma City, Okla. 

Central State Hospital, Norman, Okla.; 

Mercy Hospital, Oklahoma City, Okla. 

Central State Hospital, Norman, Okla.; 

Veterans Admin. Hospital, Oklahoma City 

University of Oklahoma Hospitals, Oklahoma City 

University Hospital, 

Wesley Hospital, Oklahoma City, Okla. 

St. Vincent’s Hospital, Portland, Oregon 

Veterans Admin. Hospital, Portland, Oregon 

Good Samaritan Hospital, Portland, Oregon 

Oregon State Hospital, Salem, Oregon 

Institute of the Pennsylvania Hospital, 

Temple University Hospital, 

Univ. of Pennsylvania Hospital, 

Veterans Admin. Hospital, 

Mental Hygiene Clinic, Philadelphia 

Children’s Service Center of Wyoming Valley, Wilkes-Barre, Pa.; 
Delaware State Hospital, Farnhurst, Del.; 

Governor Bacon Health Center, Delaware City, Delaware 
Norristown State Hospital, Norristown, Pa. 

Jefferson Medical College Hospital, 

Municipal Mospital, Philadelphia 

Philadelphia General Hospital—Northern Division, Philadelphia 
Philadelphia Psychiatric Hospital, Philadelphia 

St. Christopher's Hospital, Philadelphia 

Shriners Hospital for Crippled Children, Philadelphia 
University of Pittsburgh Medical Center, Pittsburgh, Pa. 
Allegheny General Hospitai, 

St. Francis General Hospital, 

Veterans Admin. Hospital, 

Western Pennsylvania Hospital, Pittsburgh, Pa. 

Western Psychiatric Institute, Pittsburgh, Pa. 
Children’s Hospital, 

Boston Lying-In Hospital, Boston, Mass. 
Children's Hospital, Boston, Mass.; 
Providence Lying-In Hospital, Providence, R. 1.; 
Emma Pendleton Bradley Home, Riverside, R. I. 

Boston City Hospital, 

Massachusetts Memorial Hospital, Boston, Mass. 

John Gaston Hospital, Memphis, Tenn. 

Crippled Children’s Hospital School, 

Hospital for Crippled Adults, 

John Gaston Hospital, Memphis 

West Tennessee T. B. Hospital, 

West Tennessee Cancer Clinic, Memphis 

Parkland Memorial Hospital, Dallas, Texas 

Baylor University Hospital, 

Children’s Memorial Hospital, Dallas, Texas 

Children’s Medical Center, 

Parkland Memorial Hospital, Dallas, Texas 

Children’s Memorial Hospital, 

Gaston Hospital, 

Parkland Memorial Hospital, Dallas, Texas 

Southern Pacific Hospital, 

University of Texas M. D. Anderson Hospital and Cancer Institute, 
Houston, Texas 

University of Texas M. D. Anderson Hospital and Tumor Institute, 
Houston, Texas 

Methodist Hospital, 

University of Texas M. D. Anderson Hospital and Tumor Institute, 
Veterans Admin. Hospital, Houston, Texas 

Veterans Admin. Hospital, Houston, Texas 

St. Luke’s Hospital, 

University of Texas M. D. Anderson Hospital and Cancer Institute, 
Houston, Texas 

Southern Pacific Hospital, 

University of Texas M. D. Anderson Hospital and Cancer Institute, 
Houston, Texas 

Hermann Hospital, Houston, Texas 

St. Luke's Hospital, 

St. Joseph's Hospital, Houston, Texas 


23% 


406. 
407. 


Jefferson Davis Hospital, Houston, Texas 

Jefferson Davis Hospital, Houston, Texas 

Jefferson Davis Hospital, 

Methodist Hospital, 

University of Texas M. D. Anderson Hospital and Tumor Institute, 
Houston, Texas 

Hermann Hospital, 

Jefferson Davis Hospital, Houston, Texas 

Jefferson Davis Hospital, 

Methodist Hospital, 

St. Luke’s Hospital, Houston, Texas 

Baylor University Hospital, 

Texas Children's Hospital, Dallas, Texas 

Seottish Rite Hospital for Crippled Children, Dallas, Texas 

Salt Lake County General Hospital, Salt Lake City, Utah 

Salt Lake County General Hospital, 

Veterans Admin. Hospital, 

Ft. Douglas Division, Salt Lake City, Utah 

Holy Cross Hospital, Salt Lake City, Utah 

City Physicians, Burlington, Vt.; 

Vermont State Hospital, Waterbury, Vt.; 

Veterans Admin. Hospital, Sunmount, N. Y. 

Boston Lying-In Hospital, Boston, 

Children’s Medical Center, Boston, Mas 

University of Virginia Hospital, Charlottesville, Va. 

Veterans Admin. Hospital, Richmond, Va 

Medical College of Virginia—Hospital Division, Richmond, Va. 
Milwaukee Children’s Hospital, Milwaukee, Wis. 

Milwaukee Children’s Hospital, Milwaukee, Wis. 

Veterans Admin. Hospital, Wood, Wis. 

Milwaukee Hospital, Milwaukee, Wis. 

Columbia Hospital, Milwaukee, Wis. 

Veterans Admin. Hospital, Wood, Wis. 

Milwaukee County Hospital, Milwaukee, Wis. 

Mount Sinai Hospital, Milwaukee, Wis. 

Milwaukee County General Hospital, Wauwatosa, Wis.; 

Milwaukee County Dispensary Service, Milwaukee, Wis.; 

Milwaukee County Hospital for Mental Diseases; 

Muirdale (TB) Sanatorium, Milwaukee, Wis. 

Milwaukee County Hospital, 

Milwaukee County Dispensary, Milwaukee, Wis. 

St. Francis Hospital, Honolulu, T. H. 

Queen’s Hospital, Honolulu, T. H. 

Burbank Hospital, Fitchburg, Mass. 

Albany Hospital, Albany, N. Y.; 

Psychiatrie Institute, New York, N. Y.; 

Rockland State Hospital, Orangeburg, N. Y.; 

Letchworth Village, Thiells, N. Y.; 

Grasslands Hospital, Valhalla, N. Y. 

Veterans Admin. Research Hospital, Chicago; 

Veterans Admin. Hospital, Hines, III. 

Holy Cross Hospital, 

St. Mark’s Hospital, 

Salt Lake County General Hospital, 

Veterans Administration Hospitals, Salt Lake City 

A two y2ar program has been submitted and is under consideration 
by the Residency Review Committee. 

Veterans Admin. Hospital, Atlanta, Ga. 

Children’s Medical Center, Boston, Mass. 

Two year program. 

Memphis, Eye, Ear, Nose and Throat Hospital, Memphis, 
LaRue D. Carter Memorial Hospital, Indianapolis 
Passavant Memorial Hospital, 

Veterans Administration Research Hospital, Chicago 

In addition to three intramural years at White Memorial Hospital, 
co-ordinated three year program: White Memorial Hospital affords 
two years, Presbyterian Hospital-Olmstead Memorial one year. 
Residents should apply to White Memorial Hospital. 

In addition to three intramural years at Veterans Administration 
Hospital, co-ordinated three year program: Touro Infirmary affords 
one year, Veterans Administration Hospital final two years. Resi- 
dents should apply to Veterans Administration Hospital. 
Co-ordinated three year program: Peter Bent Brigham Hospital 
affords two years, V. A. Hospital, West Roxbury, Mass. one year. 
Residents should apply to Peter Bent Brigham Hospital. 

in addition to three intramural years at Lincoln Hospital, co-ordi- 
nated three year program: Lincoln Hospital affords two years, 
Hackensack Hospital one year. Residents should apply to Lincoln 
Hospita:. 

In addition to three intramural years at North Carolina Memorial 
Hospital, co-ordinated three year program: Watts Hospital affords 
two years, North Carolina Memorial Hospital one year. Residents 
should apply to Watts Hospital. 

Co-ordinated three year program: St. Vincent's Hospital affords two 
years, Maumee Valley Hospital one year. Residents should apply to 
St. Vincent’s Hospital. 

In addition to three intramural years at Graduate Hospital of the 
University of Pennsylvania, co-ordinated three year program: Grad- 
uate Hospital affords two years, final year at Mercy Hospital. Resi- 
dents should apply to Graduate Hospital. 

In addition to three intramural years at City of Memphis Hospitals, 
co-ordinated three year program: City of Memphis Hospitals afford 
two years, Baptist Memorial Hospital one year. Residents should 
apply to City of Memphis Hospitals. 

Co-ordinated three year program: Buffalo General Hospital affords 
two years, Roswell Park Memorial one (final) year. Residents should 
apply to Buffalo General Hospital. 

Veterans Admin. Hospital, 1481 W. Tenth Street, Indianapolis 
Approved for two years only as of July 1, 1958. 
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383. 
385. 
386. 
387. 
$32 
333 
334 
385 
336 
337 
390. 
391. 
392. 
393. 
394. 
342. 395. 
396. 
348. 397. 
344. 
345. 
398. 
346. 
347. 399. 
348. 
349. 400. 
350. 
401. 
B51. 
$52. 
358. 408. 
354. 
355. 404. 
356. 
405. 
357. 
358. 
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APPROVED RESIDENCY TRAINING PROGRAMS 
Number of Institutions, 1,256, Number of Programs, 5,255 


Name Location 
Birmingham Baptist Hospital *..... Birmingham, Ala. 
Crippled € hildven® s Hospital............. Birmingham, Ala. 
University Hospital and Hillman Clinic *®........ .....-+ Birmingham, Ala. 


Veterans Admin. Birmingham, Ala. 
U. Air Force Hospital.............0008- Maxwell Air Force Base, Ala. 
Mobile County Hospital Mobile, Ala. 
Good Samaritan Hospital vs Phoenix, Ariz 
Maricopa County General Hospital *....... Phoenix, Ariz. 
Tucson Medical Center Tucson, Ariz. 
Arkansas Baptist Hoepital Little Rock, Ark. 
AfMansas ... Little Rock, Ark. 
St. Vincent A Little Rock, Ark. 
Veterans Admin. Hospital................ Terre North Little Rock, Ark 
General Hospital of Riverside County ®............06.06. Arlington, Calif. 

Camariite State Hospital ... Camarillo, Calif. 
San Joaquin General Hospital ®.............-.-s000. French Camp, Calif. 
General Hospital of Fresno County Fresno, Calif. 
Glendale Sanitarium and Hospital Glendale, Calif. 
Loma Linda Sanitarium and Hospital ®.............. Loma Linda, Calif. 
St. Mary’s Long Beach Hospital *®..... gesweddeuede . Long Beach, Calif. 


Seaside Memoria!’ Hosnital *® 


Veterans Admin. Hospital ®............... cesthasees Long Beach, C alif. 
California Babies’ and Children’s Angeles 
noe Angeles Gye and Ear Hospital... Los Angeles 
Shriners Hospital for Crippled “As Angeles 

Children’s Hospital of the East Bay..............seeeees Oakland, Calif 


Highland-Alameda County Hospital 
U. S. Naval Hospital * 


Oakland, Calif. 


Oakland, Calif. 
Oakland, Calif. 
Oakland, Calif. 


Collis P. and Howard Huntington Memorial Hosp. *...... Pasadena, Calif. 
mecramente County Hoapital @... Sacramento, Calif. 
San Bernardino Charity San Bernardino, Calif. 
San Diego County General Hospital ®.................. San Diego, Calif. 
Kaiser Foundation Hospital San Francisco 


* Indicates hospitals approved for training interns. 


Approved Residencies 
Path., Rad. 
Gen’ l Pract., 


Int. Med., Obst., Path., Surg., Urol. 
Psych. 


, Int. Med., Neur., Neuro. Surg., ‘wag Gyn., Ophth., Ortho. Surg., 

Path, Ped., Psych., Rad., Surg., Uro 

~ ‘a Neur., Ophth., Ortho. Surg., Gul, Path., Psych., Rad., Surg., 
Ortho. Surg., Path., Ped., Surg. 


Anes., Derm., Int. Med., Ob.-Gyn., 

Gen'l Pract. 

Int. Med., Ortho. Surg., Path.. Ped., Surg. 
Int. Med., Surg. 

Gen’'l Pract., Ob. -Gyn., Path, 

Gen'l Pract. Int. Med., Ob. Path. Ped., Pul. Dis., Surg. 
Int. Med., Ob. -Gyn., Path., Ped, 

Gen'l Pract., Int. Med., Surg. 

Surg. 

Ophth., Path., Surg. 

— Surg 


pone Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg., Urol. 
3 Med., Path., Surg. 
‘h. 


Gen’ 1 Pract. 
Psych. 


Gen'l Pract., Int. Med., Surg. 


, Int. Med., Ob.-Gyn., re. eae Rad., Surg., Urol. 


Int. Med., Ob. -Gyn., Pa th., Psych., Su 

Pub. Health. 

Path. 

Psych 

Psych. 

Int. Med., Mal. Dis., Path., Pul. Dis., Thor, Surg. 
Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 


Int. Med., Ob.-Gyn., Ophth., 
Int. Med., 
Psych. 


Ped., Surg. 
Ob.-Gyn., Path., Surg. 


ath 

Gen. Pract., Path. 

Int. Med., Obst , Path., Ped., Rad., Surg. 

Allergy, Card. Dis., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ophth.., 
Ortho. Surg., Path., Psych., Rad., Surg., Urol. 

Pul. Dis. 


ed. 

Int. Med., Ob.-Gyn., 
Int. Med., Ob.-Gyn., 
Ortho. Surg., Path. 


Path., Surg. 
Ped., Rad., Surg. 


Int. Med., Ob. -Gyn., Path., Rad., Surg. 

Ob.-Gyn., Urol. 

Anes., Derm , Gen’'l Pract., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., Otol., Path. ., Ped., Phys. Med., Psych., Pul. Dis., Rad.. 
Surg., Urol. 


Ophth. 

Ortho. Surg. 

Int. Med., Mal. Dis., Ob.-Gyn., Surg., Urol. 
Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 


Int. Med.. Path., Surg 

Surg. 

Ortho. Surg. 

Anes., Derm., Int. Med., Neur., Neuro. Surg., Ophth., Ortho. Surg. 
Otol Path., Ped., Plas. Surg., Psych., Rad., ., Urol. 

Anes., Card. Dis., Derm., Gastro., Int. Med., hm Neuro. Surg., Ophth 
Ortho. Surg., Otol., Path., Phy. Med., Plas. Surg., Psych., Rad., Surg 
Thor. Surg., Urol 

Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Orth 
Surg., Otol., Path., Ped., Phys. Med., Proct., Rad., Surg., Urol. 

Gen'l Pract 

Pul. Dis. 

Psych. 

Ortho. Surg., Ped. 

Anes., Int. Med., >. -Gyn., Ophth., Ortho. Surg., Path., Ped., Rad., Surg 

hor. Surg., Ur 

Gen'l Pract., Int. Med., Ob. on Path., Ped., Surg. 

Anes., Ortho. Surg., P ath., 

Anes., Int. Med., Ob. -Gyn., Oplih., Ortho. Surg., Otol., Path., Ped., Psych., 


Rad., Surg., Urol. 


Neur., Path., Phy. Med. 

Psych. 

Int. Med., Neuro. Surg., Path., Surg. 
Psych. 

Psych. 


ath. 

Gen’'l Pract., Path 

Gen'l Pract. 

Int. Med., Path., 


Int. Med., Ob. *Path., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Pul. Dis., Rad., Surg., Urol. 

Allergy, Anes., Derm., Gen’! Pract., Int. Med., Ob.-Gyn., Ophth., Otol., Path., 

Ped., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Ob.-Gyn., Ortho, Surg., Otol., Ped., Rad., Surg. 

Int. Med., Ortho. Surg., Path., Plas. Surg., Urol. 

Int. Med., Path., Surg. 

Allergy, Anes., Int. Med., Ob.-Gyn., Path., Psych. 

Psych. 

Anes., € ard. Dis., Derm., Gastro., Int. Med., Neuro., Ob. . .. Ortho. 
Surg., Path., Ped., P hy s. Med., Psych., Rad., Surg., Ur 

Int. Med., Ob.-Gyn. Surg. 

Anes., Int. Med., Path., Ped., Psych., Rad., Surg. 


Anes., Ob.-Gyn., Path., Plas. Surg., Rad. 
Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Surg. 
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Name Location 

San Francisco Hospita! * 

Shriners Hospital for Crippled Children...............-... San Francisco 
Southern Pacific General Hospital San Francisco 
U. S. Public Health Service Hospital San Francisco 
University of California Hospital *..... Sevarestanesensecs San Francisco 
0’Connor San Jose, Calif. 
Santa Clara County Te San Jose, Calif. 
Fairmont Hospital of Alameda County.............. San Leandro, Calif. 
Community Hos ital San Mateo County San Mateo, Calif. 
Santa Barbara Cottage Hospital *................. Santa Barbara, Calif. 
Santa Barbara General Hospital............ ...... Santa Barbara, Calif. 
Tulare-Kings Counties Taint Tuberculosis Hospital..... Springville, Calif. 


(California Rehabilitation Center) 
Glockner-Penrose Hospita 
St. Francis — 


Colorado Springs, Colo. 
Colorado Springs, Colo. 


University of Colorado Medic al Center 
Hartford Municipal Hospital and Health Center *........ Hartford, Conn. 
Middletown, Conn. 
New Britain General Hospital *®.............0.0005- New Britain, Conn. 
Grace-New Haven Community Hospital ®.......... New Haven, Conn. 


Newington Home and Hospital for Crippled Children. ... 


Newington, Conn. 


Lawrence and Memorial Hospitals ®................. New London, Conn. 
Norwich State Tuberculosis Sanatorium................. Norwich, Conn. 
State of Connecticut Vet. Home & Hospital... ........ Rocky Hill, Conn, 
Laurel Heights State Tuberculosis } Sanatorium Pe Shelton, Conn, 
Alfred I. duPont Institute of Nemours Foundation...... Wilmington, Del. 
Wilmington General Hospital Wilmington, Del, 
Armed Forces Institute of Pathology. Washington, D. 


(Walter Reed Army Hospital) 


Central and Emergency Hospital *......... 
Children’s Hospital 
Columbia Horital for Women and Lying- In Asylum... 


Washington, D. ¢ 
Washington, D. 
Washington, 


District of Columbia General Hospital ®.............. Washington, D. 

Eastern Dispensary and Casualty Hospital............ Washington, 
Episcopal Eye, Ear, and Throat Hospital.............. Washington. D. © 
Georgetown University Hospital eee Washington, D. ©. 
George Washington University Hospital ®............. Washington, D. ©. 


* Indicates hospitals approved for training interns. 


Int. Med., 


Approved Residencies 


Ob.-Gyn , Path., St 

Int. Med., Ob. -Gyn., Ortho. Surg., Path., Ped., Rad., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Otol., Path., Ped., Pul. Dis., Surg., Urol. 

Ob.-Gyn., Ortho. Surg., Otol., Path., Ped., Pul. Dis., Surg., Urol. 
rt 

Int. Med., Sure. Urol. 

Anes., Derm., Int. Med., Neur., Ob. -Gyn., Ophth., Ortho. Surg., Otol., Path., 
Ped., Psych., Rad., Surg.. Urol. 

Int. Med., Surg. 

Anes., Card. Dis., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
Ophth., Ortho, Surg.. Otol., Path., Ped., Phy. Med., Rad., Surg., Urol. 

——- Neur., Ophth., Ortho. Surg., Otol., Path., Surg., Urol. 

a 

serge -¢ Med., Ob.-Gyn., Path., Ped., Pul. Dis., Rad., Surg., Urol. 

Int. Med., Path., Surg. 

Int. Med., Path., Surg. 

Surg. 

Ob.-Gyn., Ped., Surg. 

Gen'l Pra 

Psych. 

Pul. Dis 

Anes., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Rad., 
Surg., Thor. Surg., Urol. 

Gen’l Pract. 

Phy. Med. 

Gen'l Path., Rad. 

Gen'l Pr 

Ortho. nl Path., Ped., Surg. 

Anes., Card. Dis., dnt. Med. "Ob. -Gyn., Ortho. Surg., Path., Ped., Phys. Med.. 
Psyen., Pul. Dis., Rad., Surg., Thor. Surg. 

*ath., Rad. 

nt, Med., Path., Surg. 

ul. Dis., Thor. Surg. 

ath. 

nt. Med., Ob.-Gyn., Path., Rad., Surg. 

Path. 

nt. Med., Ob.-Gyn., Path., Rad., Surg. 

nt. Med., Path., Rad., Surg. 

Anes., Derm., Gen'l Pract., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 

» Ortho. Surg. Peth., Ped., Phys. Med. Pul. Dis., Rad., Surg., Urol. 

sych. 

“a. ren'] Pract., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 
Surg., Path., Pea., Rad., Surg., Urol. 

‘Int. Med., Ne Neuro Surg., Ortho. Surg., Path., Phys. Med., 
Rad., Surg., Urol. 
th. 

Int. Med., Path., Surg. 

Anes., Gen'l P ract., Int. Med., Obst., Path., Rad., Surg. 

Int. Med., Obst., Path, Rad., Surg. 

at 

Gen’! Pract., Int. Med., Path., Surg. 

om. Neuro. Surg., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., 

Pay 

Anes., “Int. Med., Neuro. Surg., Ob.-Gyn., Path., Ped., Surg 

Path., Surg 

Psych 

Path. 

Int. Med., Ob.-Gyn., Path., Surg. 

Psych. 

Anes., Derm., Int. Med., Neur.. Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg 
Otol., Path., Ped., Phys. Med., Psych., Kad., Surg., Thor. Surg., Urol. 
Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg., Urol. 

Pul. Dis., Thor. Surg. 

Ortho. Surg. 

Int. Med., Path., Surg. 

Int. Med., Ob. -Gyn., Surg. 

Psych. 

Int. Med., Obst., Path., Surg. 

Psych. 

Pul. Dis., Thor. Surg. 

Phy. Med. 

Pul. Dis. 
h. 

Gen’! Pr 

Int. Med. “Path., Rad., Surg. 

Int. Med., Path., Ped., Rad., Surg., Urol. 

Card. Dis., Gastro., Int. Med., Neur., Path., Psych., Pul. Dis., Rad., Surg... 
Urol. 

Pub. Health 

Psych. 

Ortho. Surg. 

Int. Med., Ob.- “ Ped., KRad., Surg., Urol. 

Med., Path., 

Pract., Int. Path. 

ie, Anes., Card. Dis., Derm., Gastro., Int. Med., Neur., Neuro. Surg., 
Ob. “Gyn., Ophih., Ortho. Surg., Otol., Path., Ped., Phys. Med., Psych.. 
Rad., Surg., Thor. Surg., Urol. 

Int. Med., Ortho. Surg., Path., Rad., Surg. 

Path., Ped. 

Ob.-Gyn. 

Anes.. Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg 
Path., Ped., Phys. Med,, Psych., Pul. Dis., Rad., Surg., Urol. 

Anes., Ob.-Gyn., Path., Rad., Surg. 

Gen’'l Pract., Surg 

Ophth., Otol 

Card. Dis., Int. Med., Ob.-Gyn., Ophth., Ortho, Surg., Ped., Psych., Pua. 
Dis., Rad., Surg., Urol. 

Anes., Ob.-Gyn., Path., Rad., Surg 

Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Path., Ped., Phys. Med.. 
Psych., Rad., Surg. 

Anes., Card. Dis., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Path. Phys. 
Med., Psych., Rad., Surg., Thor. Surg. 


Int. Med., 
Psych. 
Path. 


Ob. “Gy n., Path., Surg. 
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Name Location 

Tuberculosis Sanatorium (Glendale, Md.)............. Washington, D. C. 
Veterans Admin. Hospital. .......ccccccccccassccsces Washington, D. C. 

Feterans AGmin. Coral Gables, Fla. 
Halifax District Hospital... Daytona Beach, Fla. 
Baptist Memorial Hospital ®. acksonville, Fla. 
Duval Medical Center acksonville, Fla. 
Hope Haven acksonville, Fla. 
Riverside Hospital Jac a. 
Variety Children’s Honpltal.......ccscscccccscscvccvccssvns Miami, Fla 
Mount Sinai Hospital of Greater Miami.............. Miami Beach, Fla 
Sacred Heart Hospital .. Pensacola, Fla 
U. S. Navy School of Aviation Medicin nine 9660640008 Pensacola, Fla 
American Legion for Crippled c ‘hildren ee Petersburg. Fla 
Tampa General Hos ita ampa, Fla. 
Crawford W. Long Memorial Atlanta, Ga. 
Henrietta Egleston Hospital for Children.............. . Atlanta, Ga 
Eugene Talmadge Memorial Hospital.................00065 Augusta, Ga. 
Scottish Rite Hospital for Tippled Decatur, Ga. 
Emory University Hospital #...............ceeee- Emory University, Ga. 
U. S. Army Hospital . Fort Benning, Ga. 
Memorial Hosp. of Chatham County®.............+.s.ee.. Savannah, Ga. 
Georgia Warm Springs Foundation.................. Warm Springs, Ga. 
Chicago State Tuberculosis Sanitarium.............cccccceseeee Chicago 
Chicago Wesley Memorial Hospital ®. Chicago 
City of Chicago Dept. of Welfare Convalescent Home............ Chicago 
City of Chicago Municipal Tuberculosis Sanatorium.............. Chicago 

Lutheran Deavo Home and Hospital Chicago 
Northwestern University Medical Center. Chicago 
Norwegian-American Hospital Chicago 
Shriners Hospital for Crippled Children. Chicago 
University of Illinois Neuropsychiatric Institute................. Chicago 
University of Iinois Research and Educational Hospitals ®...... Chicago 
Admin. Research Hospital. Chicago 
(West Bide) Hospital... Chicago 
Decatur and Macon County Hospital ee eee Decatur, Ill. 
Little Company of Mary Hospital *...... Evergreen Park, Il. 


Approved Residencies 
Pul. Dis. 
Int. Med., Neur., Path., Rad., Surg., Urol. 
Int. Med., Path., Surg. 
Gen'l P ract. 
Gen'l Pract., Path. 
Int. Med., Ob. -Gyn., Path., Ped., Psych., Surg., Urol. 


Int. Med., Ob.-Gyn., Surg. 
, Int. Med., Ob.-Gyn., Path., Ped., Surg., Urol. 


Pub. Hea 

Anes., Card, Dis., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg.. 
ath., Ped., Psych., Rad., Surg., Urol. 

Ortho. Surg., Ped. 

Int. Med., Ob. -Gyn., 

Int. Med., Ob. -Gyn.. 8 


Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 
Gen’ Pract. 

Gen’'l Pract. 

Aviat. Med. 

Ortho. Surg. 

Gen'l Pract., Int. Med... Ob.-Gyn., Surg. 
Int. Med., Ob.-Gyn., Ortho. Surg., Otol., 
Int. Med., Ob.-Gyn., Path., Ped., Rad., ‘Sur 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., 

Pract., Int. Med., Ob. -Gyn., Ophth., Otol., 


Path., Ped., 


Rad, Surg., Urol. 

oe Med., Ob.-Gyn., Rad., Su 
ard. Dis., Int. Med., Ob. avn, Path., Ped., Surg., Urol. 

Int Med., ‘Ophth., Path., Rad., Surg., Urol, 

Int. Med., Ophth., Psych., Rad., Surg., Uro 

Anes., Int. Med., Ob. -Gyn., Ortho. Surg., Path., Ped., Psych., Rad., Surg., 
Thor. Surg., Ure 

Int. Med., Psych., Rad.. Surg. 

Gen'l Prac 

Ortho. Surg. 

Anes., Int. Med., Neuro. Surg., Ortho. Surg., Path., Phys. Med., Rad., Surg. 

Sur 

Gen'l Prac 

Int. Med., Ob. -Gyn., Path., Surg., Urol. 

Phys. Med. 

Gen'l Pract. 

Pract., Surg. 

Path., Surg. 

Int. Med., Obst., Path., Rad., Surg. 

Opbth. 

Obst. 

Psych. 

Pulm. Dis., Thor. Surg. 

Anes., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., Otol., 
Path., Psych., Rad., Surg., Urol. 

‘Ortho. Surg., Path. Ped., Rad., Surg., Thor. Surg. 

*hy. 

Pul. Dis., Thor. Surg. 

Int. Med. 

Con. Dis., Derm., Gastro., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg. 
Otol., Path., Ped., Psych., Rad., Surg., Urol. 

a 

Obst., a Surg. 

-Gy 

Gen'l Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Surg. 

Obst., Surg. 

Int. Med., Surg. 

Ophth., Otol. 

Pract. Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Ob 

Obst. 

Int. Med., Neuro. Surg., Ob.-Gyn., Path., Ped., Psych., Rad., Surg., Urol. 

Anes., Card. Dis., Int. Med., Mal. Dis., Ob. -Gyn., Ophth., Ortho. Surg., 
Path., Ped., Psych., Sey Dis., Rad. Surg., U 

Anes., Card. Dis., Int. , Ob. -Gyn., Path., Ped., pes. Rad., Surg., Urol 

Allergy, Derm., Neur., oe Surg., Phys. Med., Psyc 

Int. Med., Path., Surg. 

Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., Path., Red., Surg. 

Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Otol., Path., Ped., Psych., Rad., 
Surg., Urol, 

Int. Med., Ob.-Gyn., Ped., ted. , Surg. 

Int. Med., Ob.-Gyn., Path., Surg. 

Obst., Path., Sue. 

Ob. -Gyn., Ortho. Surg. 

Int. Med., Ob. wa Path., S 

Anes., Int. Med., Neur., Path., 


"Surg., Ob. -Gyn., Ophth. Ortho. Surg., 
ed., Plas. Surg., Psych., Rad., Surg., Urol. 

Gen’! Pract., Int. Med., Path., Surg. 

Ortho. Surg. 


Obst. 

Anes., Derm., Int. Med., Neur., Neuro. oe Ob.-Gyn., Ophth., Ortho. Surg., 
Otol., Path., Ped., Psych., Rad., Surg., Urol. 

Neur,, Neuro. Surg., Psych. 

Allergy, Anes., Derm. Int. Med., Neur., Neuro. Surg., Ob. hy oa oe... 
Ortho. Surg., Otol., Path., Ped., Plas. Surg., Psych., Rad., 

Int. Surg., Otol., “Path... 


Med., Neuro. Surg., Ophth., Ortho. 
, Rad., Surg., Thor. Surg., Urol. 


Int. Path., Psych., Surg. 

Int. Med., Surg. 

Gen'l Pract. 

Psych 

Psych. 

Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., a Fae 
Int. mee, Ob. -Gyn., Ortho. Surg., Path., Ped., Rad., Sur 


Ob.-Gyn., Ped., Rad., 

Psych. 

Int. Med., Ob.-Gyn., Surg. 

Anes., Derm., Int. Med., Neur., Ophth., oo. 


M Surg., Otol., 
Surg., Psych., Rad., Surg., Thor. Surg., U 
Anes. 


Path., Plas. 


* Indicates hospitals approved for training interns. 
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Name Location 
Institute of Physical Medicine & Peoria, 
Methodist Hospital of Central Illinois *..... .... Peoria, Il 

eoria Municipal ulosis Senitariun. Peoria, Ill. 
St. Francis Hospital ®............ Peoria, Tl. 
Rockford Memorial Hospital ®.............. Rockford, Il. 

Carle ‘Memorial CON Urbana, Ill. 
Lake County Tuberc Sanatorlum..... Waukegan, Ill. 
ee Beech Grove, Ind. 
Indiana University Medical Center Indianapolis 
Ball Memorial Hospital ®.............. Muncie, Ind. 
Healthwin Mospital . Views South Bend, Ind. 
South Bend Medical 604.65 .... South Bend, Ind. 
Dr. Norman M. Beatty Memorial Hospital......... seer . Westville, Ind. 
St. Luke’s Methodist Hospital Cedar Rapids, Lowa 
Mental Health Institute................. Cherokee, Iowa 
Iowa Methodist Hospita Des Moines, lowa 
Veterans Des Moines, Iowa 
lowa State Psychopathic Hospital. Iowa City 
State University of lowa Hospitals ®........... errr lowa City 
Veterans Admin. Hospital............. Iowa City 
University of Kansas Medical Center ®.............8- Kansas City, Kan. 
Veterans Admin. Wadsworth, Kan. 
St. Francis Hospital ®............. fichita, Kan. 

Elizabeth Covington, Ky. 

Central State Hospital............. 

U.S. Public Health Service Hospital. . Lexington, Ky. 
Kosair Crippled ‘hildren’ 8 Hospital. . 
Louisville General Hospital ®......... ere Louisville, Ky. 
Norton Memorial Infirmary ®........ Louisville, Ky. 

t. Anthony's Hospital ®............ Louisville, Ky. 
St. Joseph’s Infirmary ®............. Louisville, Ky. 
Charity Hospital............ Lafayette, La. 

Lake Charles, La. 
mee, Her, Mane One Throat Moapltal. New Orleans 
U. Public Health rrr New Orleans 
Shriners Hospital for Crippled Children. Shreveport, La. 
Eastern Maine General Hospital ®...................... Bangor, Maine 
Central Maine Hospital Lewiston, Maine 
Baltimore Eye, Kar and Threat Charity Baltimore 
Johne Hopkins Hoapital Baltimore 
Maryland General Hospital Baltimore 


Approved Residencies 
Ob.-Gyn., Ortho. Surg. 


y. 
eg | Pract. Obst., Path., Surg. 
ol Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 


Pa th, 

Ob.-Gyn., Path., Surg 
Pub. Healt h 

Rad. 

Pul. Dis. 

Psych. 


Gen’'l Pract. 
Int. Med., Rad. , Surg. 


Pa 
Gen'l Pract., 


Path. 
Gen'l Pract. 
Anes., Card. Dis., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg., 
Otol,, Path., Ped., Psych., Pul. Dis. . Rad., Surg., Ur ol. 
Anes., Int. Med., Neur., Neuro. Surg., Ob. -Gyn., Ophth., Ortho. Surg., 
Oto i., Path., Ped., Plas. Surg., Psych., Rad., Surg., Urol. 
Gen'l Pract., 


‘Int. Med., Ob. -Gyn., Ortho. Surg., Path., Ped., Rad., Surg., 


‘rol. 
Card. Dis., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg. 
vi 


Pul 

Int. Med., Neuro. Surg., Ortho. Surg., Path., Psych., Rad., Surg. 
Int. Ob.-Gyn., Path. 
Psyc 

Path. Surg. 

Pul. Dis. 

Anes., Gen’! Pract., Path. 
Path. 

Gen'l Pract., Path. 
Psych. 


Gen’l Pract., Su 

Int. Med., Path., 'Ped., Rad., Surg. 
Path. 

Anes. Int. Med., Ortho. Surg., Path., Rad., Surg., Urol. 


Surg., Surg. 


Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 
Surg., Otol., Path., Ped., Rad., Surg., Thor. Surg. , Urol. 

Anes., Int. Med., Neur., Otol., Path., Rad., Surg. 

Surg. 

Anes., Card. Dis., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., -_— > 
Ortho. Surg., Otol., P ath., Ped., Phys. Med., Plas. Surg., Psych ul. 


Dis., Rad., Surg., Thor. Surg., U rol. 


Int. Med., Neur., Psych. 
Ortho, Surg., Rad., Surg., Urol. 
— Ares., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 


Geni Pract., Int. Med., Ob.-Gyn., Path., Surg. 


th. 
Pract. 


Geni Pract., 
Psych. 

Int. Med., Ortho. Surg., Surg. 

Int. Med., -Gyn., Ortho. Surg., Urol. 
Ortho. Sur 


Surg. 


Ortho. Surg. 
Anes., Int. \ted., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., O 
Path., Ped., Psy ch., Rad., Surg., Urol. 


Gen'l Pra et. 

Int. Med., Ob.-Gyn., Ped., Rad., Su 

Int. Med., Neur., Surg., Ophith.., Ortho. Surg., Otol., 
Rad., Surg., 

Gen'l Pract., 

Gen’l Pract. 


Path., Psych., 


Anes., Derm., int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. pure. 
Otol., — Ped., Psych., Pul. Dis., Rad., Surg., Thor. Surg., Uro 

Ophth., Otol. 

db.-Gyn., Path., Ped., Rad., Sur 


Anes., Gastro., Int. Med., Neuro. Surg., Ob.-Gyn., Ortho. Surg., Path., 

Int. Med., Path., Rad., 

, Ob.-Gyn., Surg., Rad., Surg., Urol. 

Int. Med., Path., Rad., 

Int. Med., Ophth., Ortho. Surg., 

Gen’l Pract 

Int. Med., 
Urol. 


Psych., Rad., 


‘Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg., Thor. Sure., 


Surg., Urol. 


ro 

Ortho. Surg. 

Anes., Path.. Rad. 

Pul. Dis. 

Anes., Int. Med., Path., Ped., Rad., Surg. 
Anes., Int. Med., Path., Rad., Surg 


Anes., Int. Med., Neur., Ob. -Gyn., Sortho. Surg., Path., Ped., Pul. Dis., Rad., 
Surg. 

Ophth., Otol. 

Gen’l Pract., JIb.-Gyn., Surg. 

., Surg. 


MOD. -Gyn., Path., Surg. 
Path. 


, Neuro, Surg., Ob.-Gyn., Ophth., Ortho. Surg., Otol., 
Plan Surg., Psych., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Sur 

Int. Med., Ob.-Gyn., Path., 


Path., 


® Indicates hospitals approved for training interns. 


Psych. 
Pub. Health 
Psych. 
Psych. 
Path., Ped. 
Int 
Ob.-Gyn., 
Ortho. Surg. 
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Name Location 

Rospital and Pree Dispensary Baltimore 

Binal Hospital Baltimore 
U. Public Health Service Hospital *.........6.-.-5--eeeeeee Baltimore 
National Institutes of Health——Clinical Center............. Bethesda, Md. 
Prince George’s General Hospital Cheverly, Md. 
Veterans Admin. Hospital Fort Howard, Md. 
Wasnington County Hospital Hagerstown, Md. 
Sheppard and Enoch Pratt Hospital.................000005- Towson, Md. 
Massachusetts Memorial Hospitals Boston 
Mental Mealth Center... Boston 
U.S. Public Health "Rervice Boston 
Booth Memorial Hosp.tal and Home.................... Brookline, Mass 
6 or Brookline, Mass 
Cambridge, Mass 
Hospital School... .. Canton, Mass 
Lawrence F. Quigley Memorial Hospital.................. Chelsea, Mass 
Lawrence, Mass 
Shriners Hospital for Crippled Children................ Springfield, Mass 
Worcester, Mass. 
me. Mercy Hospital Ann Arbor, Mich. 
Leila Y. Post Montgomery Hospital *................ Battle Creek, Mich. 
Evangelical Deaconess Hospital %...........cccccesccccccccccces Detroit 


Approved Residencies 
Int. Med., Ob.-Gyn., Otol, Path., Ped., Rad., Surg. 
Int. Med., Obst., Surg. 

Int. Med., Ob.-Gyn. 
Ob.-Gyn., Surg. 

Psych. 

Int. Med., Ob.-Gyn., Rad., Surg., Urol. 


Int. Obst., Otol., 
Pub. Health 
Int. Med., Ob.-Gyn., Path., Ped., bene 
Int. Med., Ophth., Path., Rad., 
nes., Gen’l Pract., Int. Neur., Neuro. Surg., Ob.-Gyn., Otol., 


, Ped., Psych., Rad., Surg., Thor. Surg., Urol. 
Int. Med., Neuro. Path., Psych., Rad. 


Gen’'l Pract 

Anes., Card. Dis., Int. Med., Neur., Ob. a Ophth., Ortho. Surg., Otol., 
ath., Ped., Psych., Rad., Surg., Urol 

*sych. 

Ob.-Gyn., Path., Surg. 

perm. Int. Med., Ophth., Surg., Urol. 
d 

Psych., Surg. 

Psych 

Psych 

Path., Surg. 

Card. Dis., Gastro., Int. Med., Obst., Otol., Path., Psych., Rad., Surg., Urol. 

Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob. Gyn. , Ophth., Ortho. 
Surg., Otol., Path., Ped., Rad., Surg., Thor. Surg., Ur 

Ped. 

Obst., Path. 

Pul. ca Thor. Surg. 

Int. Med., Ob -Gyn., Path., Surg. 

Neuro. Surg, Ortho. Surg., Path., Ped., Surg. 

Int. Med. Path., Rad. 

Anes., Gastro., Int. Med., Neuro. Surg., Ortho. Surg., Rad. 

Int. Med., Path. , Rad. 

Ophth., Otol. 

Anes., Derm., int. Med., Neur., Neuro. Surg., Orthe. Surg., Path., 
Pe Phys. Med., Psy yeh., Rad., Surg., Urol. 

Anes., Con. Dis., Derm., Gastro., Int. Med., Ob.-Gyn., Ophth., Ortho, Surg., 
Otol., Path., Psych., Rad., Surg., Urol. 

Psych. 

Anes., Int. Med., Neur., Neuro. Surg., Path., Psych., Rad., Surg., Urol. 

Anes., Int. Med., Path., Rad., Thor. Surg. 

Anes., Gen’'l Pract., Obst., Sur rg. 

Anes., Card. Dis., Int. Med., Neuro. Surg., Ortho. Surg., Path., Psych., 
Rad., Surg., Urol. 

Anes., Int. Med., Ob.-Gyn., Path., Psych., Surg. 

Ob. -Gyn. 

Int. Med., Surg. 

Anes., Int. Med., Neur., Neuro. Surg., Ortho. Surg., Otol., Path., Phys. 
Med., Psych., Rad., Surg., Urol. 

Path., Rad., Urol. 

Psych 

Obst 

Gyn. 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Pul. D is. 

Anes., Int. Med., Path., Rad., Surg. 

Ortho. Surg 

Int. Med., Su 

Anes., Gen'l Pract., a Med., Ob.-Gyn., Ortho. Surg., Ped., Rad., Surg. 

Gen’! Pract. Ob.-G 

Int. Med., Path., 

-ath., Surg. 

*sych. 

ath. 

nt. Med., Ortho. Surg., Path., Surg. 

nt. Med., Path., Surg. 

*sych. 

nt. Surg. 

Gen'l Pr 

Int. “Ob. Gyn., Surg. 

Pul. Dis., Thor. Sur 

Int. Med., Path. 

Ortho. Surg. 

Anes., Path... Surg. 

Psych. 

Psych. 

Pul. Dis. 

Psych. 

Psych 

Pul. Dis., Surg. 

Int. Med., Path., Surg. 


Anes. | Int. Med., Path., S 


Anes., Int. Med., Ortho. —. Path., Ped., Surg. 

Psych. 

Int. Med., Ob.-Gyn., Plas. Surg., Rad., 8 

Allergy, Anes., Derm.. Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg. Otol., Path., Ped., Phys. Med., Psych., Rad., Surg., Thor. 


rye. 
, Ob.-Gyn., Path. 
Path. ., Rad., Surg. 
Int. Med. , Surg. 
Gen'l Pract. 
Ortho. Surg., 
Ob.-Gyn. 
Int. Med., Ob.-Gyn., Path., Rad., Surg. 
Gen'l Pract., Int. Med., Ob.-Gyn., Surg. 
Int. Med., Neuro. Surg., Ob.-Gyn., Path., Rad., Surg., Urol. 
Anes., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., 
Surg., Urol. 


Path., Ped, 


Ped., Rad., 


* Indicates hospitals approved for training interns. 
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Name Location 

Lafayette Clinie .......... 
Mount Carmel Mercy Hospital detroit 
North Detroit General TTT es detroit 
Providence Hospital *............ yetroit 
St. John Hospital *............. TETTTET ... Detroit 
Wayne C ounty General Hospital and Infirmary ®............ Eloise, Mich 
Hurley Hospital *.......... TERT int, Mich. 
Blodgett Memorial Hospital Grand Rapids, Mich. 
Ferguson-Droste- ..... Grand Rapids, Mich. 
Bon Secours tal Grosse Pointe, Mich. 
Highland Park General Hospital ®................ Highland Park, Mich 
. A. Foote Memorial Hospital Jackson, Mich. 
Wyandotte General Hospital... . Wyandotte, Mich. 
Lutheran Deaconess Home and Hospital. Minneapolis 
Shriners Hospital for Crippled Children. Minneapolis 
University of Minnesota Hospitals ®............0..6.0.0000+++ Minneapolis 
Gillette State Hospital for Crippled Children............. St. Paul, Minn 
Mississippi State Tuberculosis Sanatorium............. Sanatorium, Miss. 
Mercy Hospital-Street Memorial ®.............00.00005- Vicksburg, Miss. 
Kansas City General Hospital No. 1 Kansas City, Mo. 
Raness City Genoral Moapital No. 2. Kansas City, Mo. 
Menorah Hospital Medical Center ®.........000eeeeues Kansas City, Mo. 
Evangelical Deaconess Hospital %.....cccccccncccvrccssccseces St. Louis 
Homer G. Phillips Hospital *.............. 


Louis 


* Indicates hospitals approv ved for: training interns. 


Approved Residencies 

Anes., Card. Dis., Derm., Gastro., Gen’l Pract., Int. Med., Neur., Neuro. 
Surg. Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Plas. Surg., 
Psych., Pul. Dis., Rad., Surg., Thor. Surg., Ur ol. 


Con. Dis., Ob.-Gyn., Path., Pul. Dis., Rad., Thor. Surg. 
Int. Med., Surg. 
sych. 
Gen’! Pra 
Int. Med., ‘On. -Gyn., Path., Rad., Surg. 
Gen’! Pra 
Anes., Int. ‘ued., Ob.-Gyn., Path., Rad., Sur 


Ob. -Gyn., 


Anes., Derm., Int. = Ophth., Ortho. Surg., Otol., Path., Psych., 


Int. Med., Ob.-Gyn., Pan. Sur 

d., Surg., Uro 

| Int. Med., Ob. -Gyn., Path., Ped., Rad., Surg. 
Int. Med., Path., Surg. 

Path., Ra d. 


Pract. 
Gen'l Pract., 


Int. Med., Ob. -Gyn., Ortho. Surg., Path., Rad., Surg. 
Anes., Int. Med., Ob. -Gyn., Path., Ped., Rad., ‘Surg. 
Proct. 

Int. Med., Ortho. Surg., Path., Surg. 
Int. Med., S 

Int. Med., Ob. a , Surg. 

Pul. Dis. 

Path. 

Gen'l -Gyn., Ortho. Surg., Path., Surg. 
Int. Med., 

Int. Med., 


Thor. Surg. 
Int. Med. 


nt. ‘Med, Ob.-Gyn., Path., Surg. 

Gent Pract., Int. Med., Ob. -Gyn., Path., Ped., Rad., Surg. 
Int. Med., Ob. -Gyn. 

nt. Med., Ob. -Gyn. .. Path., 


Ped., Surg. 


Gen'l Pract. 


Psych. 

Gen'l Pract. 

Psych. 

Path 

Path 

Int. Med 

Gen'l Pract 

Gen'l Pract. 

Derm., Int. " Ob.-Gyn., Ophth., Otol., Path., Ped., Psych., Surg., Urol. 

Int. Med. 

Int. Med., Ob. . .. Path., Ped. 
» Path, Surg. 


Path., Rad., 
Derm. Int Med., Neur,, Neuro. -Gyn., 
Ped., Phys. Med., Proct., Psych. 


Ophth., 

Rad., Ur 

Derm., Int. Med., Neur., Ophth., Ortho. Otol, 


Otol., Path., 


ol. 
Path. ., Psych., Pul. Dis., 


R Surg., Thor. Surg., Ur 
Pul. Dis 
Pul,. I 
Allergy, Anes., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 


, Ortho. Surg., Otol., Path., Ped., 
>sych., Pul. Dis., Rad., Surg., Thor. 
Derm., Int. Med., Ob.- -Gyn. = Ophth., Otol., 
, Ob. -Gyn., Ophth., Path., 

Ortho. 


Plas. Surg., Proct.. 
Urol. 


Phys. Med., 
Surg., Urol. 
Path., Surg., 
Rad., ‘Surg., Urol. 


Ps 

Gen'l Pract., Ortho. Surg., Path. 

Gen’l Pract., Int. Med., Neuro. Surg., Ob.-Gyn., 
P Ped., P roct., Psych, Surg., Thor. Surg., Ure 

Ortho. Urol. 

Pul. Dis., Thor. Surg. 

Pract., Surg. 


Ophth., Orth. Surg., 


rg 

“a Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Ortho. Ped. 

Int. - Ob. -Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., Psych., Surg., 
Ur 

Ob. yl , Rad., 

Gen'l Pract., 

P d 


Path., Rad., 


Int. Med., Ob.-Gyn., Path., Rad., Su 
Int. Med., Ob.-Gyn., Ortho. Surg., 
Path., Surg. 
Anes., Int. Med., 


Surg. 


Path., Rad., Surg. 


Neur., Ortho. Surg., Otol., Path., Phys. Med., Psych., Rad., 


Surg. 

Neur., Neuro. Surg., Ob.-Gyn., 
*ath., Plas. Surg., Psych., Rad., Surg., 
Gen'l Pract., Int. Med., Ob. “Gyn., Pat 
Gen'l Pract. 

Int. Med., Ob.-Gyn., Ophth., 


Ophth., 


Ortho, Surg., Otol., 
Thor. Surg., Urol. 


Otol., Path., Ped., Psych., Rad., Surg., Urol. 


Int. Med., Ob.-Gyn., Path., Rad., Surg. 
Gen'l Pract. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Surg., Urol. 

Gen'l Pract., Surg. 

Anes., Int. Med., Obst., Path., Surg. 
Ped. 


Pub. Health 

Gen'l Pract. 

rol, 

Ortho. Surg. 

Surg. 

Psych. 

Surg., Urol. 

Pul. Dis 

Thor. Surg. 
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Name Location 

St. Luke’s Hospital *............. St. Louis 
St. Mary’s Group of Hospitals St. Louis 
Shriners Hospital for Crippled St. Louis 
Butte Community Hospital VT Butte, Mont. 
Montana Deaconess Hospital ®.. Great Falls, Mont 
St. Elizabeth’s Hospital *............ Lincoln, Neb. 
New Hampshire State Concord, N. H. 
Mary Hitchcock Memorial Hospital Hanover, N. H. 
Wa cc Camden, N. J. 
Veterans Admin. Boapttal East Orange, N. J. 
New Jersey Sanatorium for Chest Diseases............ Glen Garden, N. J. 
New Jersey State Hosp oe Greystone Park, N. J. 
New Jersey State Hospital Hammonton, N. J. 
Berthold S. Pollack Hospital for hest Diseases........ Jersey City, N. J. 
Margaret Hague Maternity Jersey City, N. J. 
Medical Center-Jersey City Hospital *................ Jersey City, N. J. 
Monmouth Memorial Hospital ®................0005. Long Branch, N. J. 
New Jersey State Hospital RE Marlboro, N. J. 
Morristown Semerial Morristown, N. J. 
County Mospltal. .... Mount Holly, N. J. 
Harrison S. Martland Medical Center *®................... Newark, N. J. 
Hospital and Home for Crippled Children.................. Newark, N. J. 
Newark Beth Israel Hospital Newark, N. J. 
St. Peter’s General Hospital New N. J. 
New Jersey Orthopedic I and Dispensary............ Orange, N. J. 
Orange, N. J. 
Bergen Pines County Hospital Paramus, N. J. 
Paterson, N. J. 
New Jersey Neuro-Psychiatric Institute.................. Skillman, N. J. 
Summit, N. J. 
New Jersey State Hospital ake Trenton, N. J. 
Bataan Memorial Methodist Albuquerque, N. Mex. 
Bernalillo County-Indian Hospital *.............. Albuquerque, N. Mex 
Carrie Tingley Hoapital...........0000- Truth or Consequences, N. Mex. 
Anthony N. Brady Albany, N. Y. 
Disease Hospital... Brooklyn 


* Indicates hospitals approved for training interns. 


Approved Residencies 
Int. Med., Ob. -Gyn., Ophth., Ortho. Surg., Otol., 
Surg., Urol. 

Psych. 
Int. Med., Ob.-Gyn., Surg 
Ob.-Gyn. Ophih., Ortho. Surg., Otol., 

Rad., Surg., Ur ol. 
rg. 


Anes., int Med., Ophth., Ortho. Surg., Path., Psych., Rad., Surg., Thor. 
urg. ol. 

Gen’'l Pract. 

Int. Med., Path. 


Psych. 
Ob.-Gyn., Path. 


Path., Ped., Psych., Rad., 


Path., Ped., Psych., Pul. 


Gyn., Surg. 
Int. Med., Ortho. Surg., Surg. 
syc 
Path. 


Ped. 
Int. Med., Ob. Ped., 


Psych., Rad., Surg. 
Gen’l Pract. Ob. - 


*ath., 

ard. Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Path., Ped., 
au 

Int. Med., Neur., Path. Psych., Rad., Surg. 

Psych 

Anes., Derm., Int. Med., Neuro, Surg., Path., Ped... Phys. Med., Plas. Surg.. 
ad., Surg., 

Int. Med., Path., & 

Int. Med., Ob. Path., Ped., Surg. 

Path., Rad 

Path., Surg. 

Psych. 

Neur., Otol., Path., Phys. Med., Pul. Dis., Rad., Surg., Urol. 


Gen'l Path. 

Di 

Psych. 

Obst., Kad., Surg., Urol. 
Psy 

Pul. Dis., Thor. Surg. 

Path 

Obst. 

Anes., Int. Med., Gyn., nee, _— Ped., Surg., Urol. 
eae Ortho., Surg.. Path., Su 
Ps rch, 


Gen'l Pract., 
Gen'l Pract., 
Int. Med., 


Int. Med., 
Int. Med., 
Ob.-Gyn., 


Path., Surg. 
Path., Rad., Surg. 
Path., Surg. 


Path., Ped., Surg. 

Ped. 

Int. Med., Ob.-Gyn., Path., Surg., Urol. 
Ortho., Su 

Int. Med., Ob.- Gyn., Path., Ped., Rad., Surg. 
Ophth., Otol. 


Path., Plas. Surg., 


Int. Med., Ob. -Gyn., Ped. 

Int. Med., Path. 

Ortho. Surg. 

Int. Med., Ortho., Surg., Path., 

Int. Med., Neur., Path., Psych., on Dis. 
Path. 

Path 

Path 


Obst., Path. 


Anes., ong Surg., Path. 

Gen'l Pra 

Psych. 

Pract., Path. 

Obs 

Int. Path. 

Psych. 

Int. Med., Ob.-Gyn., Path., Ped., Surg. 
Pul. Dis. 


Int. Med., Path. 
Int. Med., Path., Ped. 


Int. Med., h., Dis., Surg. 


Anes., pg Med., Neur., Neuro. Surg., Ob.-Gyn., Ortho. Surg., Otol., Path. 
Ped .. Plas. Surg.. Psyeh., Pul. Dis., Rad., Surg., Urol. 

Obst 

Path. 

Ped., Sur 

Pub. Health 

Int. Med., Neur., Path. .}ss Med. Psyeh., Rael. Surg. 

Int. Med 

Int. Med., Path 

Psych. 

Path. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 


Ophth., Otol. 
I Med., 


Ob.-Gyn., Path., Ped., Rad., Surg. 


, Ob.-Gyn., Path., Ped., Surg 


Int Med.. Ob. -Gyn., Path., Ped., Rad., Surg. 
Ob.-Gyn., Path., Ped. , Surg. 
Ortho. Surg. 


Int. Med., Neur., Ortho. Surg., Path., Phys. \ 

Allergy, Anes., Gastro., Int. Med., Ob. -Gyn., 
Ped., Rad., Surg., Uro 

Anes., Path., ., Rad. 

Derm., Int. Med., Ortho, Surg., 


fed. 
Ophth., Ortho. Surg., Path., 


Plas. Surg., Pul. Dis., Surg., Thor. Surg., 


ol. 

Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., Otol, 
Psych., Dis., Surg., i Surg., Urol. 

Int. Med., Af ed Otol., . Ped., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Su 


= 
Ortho. Surg. 
— V 16 
Path., Surg. 
Psych, 
Ob.-Gyn., 
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Name Location 
St. Mospital Brooklyn 
St. Charles Hospital Orthopedic ‘Clinic. 
St. John’s Episcopal Hospital ®..... 
Unity Hospital *.......... 
Allied Hospitals of Sisters of Buffalo 
Buffalo State . Buffalo 
Edward J. Meyer Memorial Hospital *. Buffalo 
Emergency Hospital of the Sisters of Charity..... rere eT Buffalo 
Millard Fillmore Hospital *......... PTET Buffalo 
Veterans Admin. Canandaigua, N. Y. 
Clifton Springs Sanitarium and Clinic............ wer. Springs, N. Y. 
Mary Imogene Bassett Hospital Cooperstown, N. Y. 
Elmhurst, N. Y. 
Arnot-Ogden Memorial Hospital ®...............eeeeeeee Elmira, N. Y. 
Nassau County Tuberculosis Hospital................ Farmingdale, N. Y. 
Flushing Hospital and Dispensary *.............65.06- Flushing, N. Y. 
Glen Oaks, N. Y. 
Gowanda State Homeopathic Hospital.................5. Helmuth, N. Y. 
Tompkins Memorial Ithaca, N. Y. 
Charles S. Wilson Memorial Hospital *.............. Johnson City, N. Y. 
ings Park, N. Y. 
Ulster County Tuberculosis Hospital..................-. Kingston, N. Y. 
Our Lady of Victory Hospital %. .........ccceeseees Lackawanna, N. Y. 
St. Johns Long Island City Hospital *........... Long Island City, N. Y. 
Marcy State Hospital Marey, N. Y. 
Middletown, N. Y. 
Mount Morris Tubere ulosis Mount Morris, N. Y. 
Long Island Jewish New Hyde Park, L. N. Y. 
Bellevue Hospital Center 
Div. I-—Columbia University New York City 
Div. I1l-—-New York University College of Medicine *.... New York City 
Div. IV—New York University Post-Graduate 
Bird S. Coler Memorial Hospital and Home............... New York City 
Bronx Municipal Hospital Center *®......................New York City 
Flower and Fifth Avenue TUL New York City 
Hospital for Joirt Diseases New York City 
Hospital for Special Surgery...........cccccescccccceces New York City 
Manhattan Eye, Ear and Throat Hospital................ New York City 
Memorial Center for Cancer and Allied Diseases.......... New York City 
Metropolitan Hospital ...... City 
Morrisania City Hospital *......... 


Approved Residencies 


Anes., Int. Med., Ob.-Gyn., Path., Ped., Surg., Urol. 
Int. Med., Ob.- -Gyn., Path., Ped., "Rad., Surg., Urol. 
An Ob. Path., Ped., Surg. 

Ortho. 

Int. Nied, "Ob. -Gyn., Path., Ped., Surg. 

Int. , Ob.-Gyn., Path., Ped., Surg. 


Ob. 
Anes., Int. Med., Ortho. Surg., Path., Psych., Pul. Dis., 


Rad., 
Surg., Thor. Sure., 
Ob. -Gyn., Ped, 
Int. Med., Ob. 
Allergy, "Anes., Card. Dis., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
Paih.. Proct. 


phth., Ortho. Surg., Otol., 


Ortho. Surg., Ped. 
Int. Med., Ob.- Path., Rad., Sur 
nes., Derm., In Med., Neur., Ob. y Ophth., Ortho. Surg., Path., Ped., 
Psych., Pul. “Dis, Rai, Surg., Thor. Surg., Urol. 
Int. Med., 
Anes Gen'l 
Int. Pach., 
Anes., Int. Med., 
Urol, 


, Rad., Surg., Thor. Surg., Urol. 


Int. Med., Ob.-Gyn., Path., Proct. 
Ortho. Surg., 


, Rad., Surg., Urol. 
Path., Psych., Rad., Surg., Thor. Surg., 


4 n., Ped., 


., Ob. -Gyn. Otol., Path., Ped., Phys. Med., Pul. Dis., 


, Ob.-Gyn., Path., Ped., Rad., Surg. 


, Ob.-Gyn., Ortho. Surg., Path., Ped., Psych., Rad., Surg., Urol. 


. Med. 
nt. Med., Ob.-Gyn., Sur 


nt. Med., Obst., Path., Ped., Su 
nt. Med., Ob.- “>. * rae Orthe., Surg., Path., Ped., Rad., Surg., Urol. 
*ul. Dis., Thor. 
nt. Med., Ob. *Path., Ped., Rad., Surg. 
ch 
Gen'l Pract 


> 
=. 


ath. 
Ob.-Gyn., Path., Ped. 


ch. 
on -Gyn., Ortho. Surg., Path., Surg. 
sych. 


Ps 

Pul. Dis., Thor. Su 

Int. Med., Ob. 

Anes., Int. Med., Ob. -Gyn., Path, Ped., Rad., Surg. 
Int. Med., Path., Surg. 

Int. Med., Pul. Dis., Surg., pp Surg. 


Int. Med., Neur., Surg., Ur 
Ob.-Gyn., ’Path., 


Int. Med., Neur., Ped., Phys. Med., Psych., Rad., Surg. 

Anes. Derm., Int. Med., Neuro. Surg., Ophth., Ortho. Surg., Otol., Surg., 

PO nmng ‘Int. Med., Neur. Surg., Ob.-Gyn., Path., Plas. Surg., Rad., Surg., 
Uro 

Int. Med., Phys. Med. 

Opt 

Int. Med., Ob. Ped., Rad., Surg. 

Anes., Int. Med, ‘Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Path., Ped., rhe. Med, Psych., Pul. Dis., Rad., Surg., Thor. Surg., Urol. 

Pub. Health 

Int. Med., Surg. 

Path. 


Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 
Int. Med., Neur., Ob.-Gyn., Path., Ped., Surg. 

Med., Ob.-Gyn., Surg. 

Gyn., Int. Med., Path., Rad., Surg., Urol. 

Int. Med., Ob. -Gyn. o Surg., Ur ol. 


Ophth., Path., Phys. Med., Surg. 

Int. Med., Neur. 

Int. Med. 

Int. Med. 

Surg. 

Ophth., Otol 

Ob.-Gyn., Path., Ped., Surg. 

Anes., Int. | aaa Gyn., Ortho. Surg., Path., Phys. Med., Rad., Surg. 
Ortho. S 

Ob. a, Path. , Surg. 


Int. Med., Path., Surg. 


Int. Med., Path., Surg. 

Anes., Card. Dis., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg., Path., 
Ped., Psych., Rad. , Surg. 

Int. Med., Ob. —— Path. Ped., Rad., Surg., Urol. 

Ophth., Oto! 

Psych. 

Anes., Card. Dis., Int. Med., Path., Rad., Surg. 

Anes., Int. Med., Neur., Ob.-Gyn., ‘Ophth., Ortho. Surg., Path., Ped., Phys. 
Med., Pul. Dis., Rad., Sure, ‘Thor. Surg., Urol. 

Int. Med., Obst., Path., Ped., Surg. 

Anes., Int. Med., Mal. Dis., yen. Ophth., Path., Phys. Med., Pul. Dis., 


Ra d., urg., Thor. Surg. 
Int. Med. Ob.-Gyn., Path., Ped., Pul. Dis., Surg., Urol. 


* Indicates hospitals approved for training interns. 
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Psych. 
Thor. Surg. 
Psych 
Int. Med 
Int. Med 
Int. Med 
Surg., 
Path. 
Path 
Pul. Dis. 
Gen'l Pract. 
Anes., Int, Med 
Psych, 
Path. 
Psych. 
Psych. 
Int. Med, 
Card. Dis. 
Int. Med. 
I 
Path., Pul. Dis. 
Pract. 
Pul. Dis. 
I 
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J.A.M.A., Oct. 5, 1957 


Name Location 

Mother Cabrini Memorial Hospital *...............60. ... New York City 
Mount Sinai Hospital New York City 
New York Eye and Ear Infirmary..............00eeeeeee New York City 
New York Poly clinie ‘Medic al School and Hospital ®....... New York City 
New York State Psychiatric Institute and Hospital........ New York City 
New York University-Bellevue Medical Center 

Presbyterian Hospital *............ TRC OT . New York City 
St. Barnabas Hospital for Chronic Diseases.............. New York City 
St. Joseph Hospital New York City 
Sydenham Hospital ®...... eT wrk C ity 
Veterans Admin. New York c sity, (Bronx) 
Veterans Admin. Hospital................... New York City (Manhattan) 
St. Lawrence State Hospital.................ccceeeee Ogdensburg, N. Y. 
Homer Folks Tuberculosis Oneonta, N. Y. 
Raybrook State Raybrook, N. Y. 
ola-Monroe County Tuberculosis Sanatorlum........... Rochester, N. Y. 
Rochester General Hospital Rochester, N. Y. 
Rochester State Hos pital Rochester, N. Y. 
Strong Memorial-Rochester Municipal Hospital ®........ Rochester, N. Y. 
University of Rochester School of Medicine and Dentistry. Rochester, N. Y. 
St. Francis Senatorium for Cardiac Children.......... 
U. S. Nava ~ St. Albans, N. Y. 
U. S. Public Health Service Hospital *... Stapleton (Staten Island), N. Y. 
State University of New York Medical Center *®.......... Syracuse, N. Y. 
Puychopathic Syracuse, N. Y. 
ee Syracuse, N. Y. 
New York Hospital-Westchester Division............ White Plains, N. Y. 
es mkers, N. Y. 
North Carolina Memorial Hospital Chapel Hill, 
North Carolina Orthopedic Hospital Gastonia, N. 
Moses H. Cone Memorial Hospital *................... ireensboro, N. €. 
North Carolina Sanatorium for of Tuberc McCain, N. C. 
Kate Bitting Reynolds Memorial Hospital *........ Winston-Salem, N. C. 
North Carolina Baptist Hospital Winston-Salem, N. 
Veterans Admin. 


* Indicates hospitals approved tor training Interns. 


Approved Residencies 


Surg. 
Anes., Cardio. Dis., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
— Ortho. Surg., Otol., Path,., Ped., Phys. Med., Psych., Rad., Surg., 
rol. 


U 

Ophth., 

Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Otol., Path., 
Ped., Plas. Surg., Psych., Rad. Surg., Urol. 


Int. Med., Ob.-Gyn., Ped., Su 
Anes., Derm., Gastro., Int. 


Med., Ob.-Gyn., Ophth., Ortho. Surg., Otol, 
Path., Ped., Rad., Surg.., 
Psych. 


Uro 


Derm., Int. Med., hey Path., Ped., Psych., Rad. 

Anes., Derm., Int. , Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., 
Otol., Path., Ped. "Phys. Med., Plas. Surg., Rad., Surg., Urol. 

nowy 4 Int. Med., Gyn., Otol., Path., Ped., Psyc h., Rad., Surg., Urol. 

Int. Med., Path. 

oat Int. Med., Ob.-Gyn., Path., Ped., Surg., Urol. 


Int. Med., Ob. -Gyn., 
Pul. Dis., Thor. Surg 
Anes., Card. Int. Med., Ophth., Ortho. Surg., Otol, Path., Ped., 
Phys. Med., Psych., Rad., Surg., Urol. 

Anes., Int. Med., Neuro. Surg., Ob. -Gyn., Path., Ped., Psych., Rad., Surg. 
Int. Med., Ob. -Gyn., Surg. 

Derm., Int. Med., Neur., Neuro. Surg., Ophth., Ortho. Surg., Otol., Path., 
Phys . Plas. Surg.. Psych., Pul. Dis., Rad., Surg., Thor. Surg., Urol. 
Int. Med., Neur., Ophth., Ortho. Surg., Path., Phys. Med., Psych., 
Ol. 


Path., Ped., Surg 


sych. 
Pul. Dis., Thor. Surg. 
sych. 
Psych. 
Psych. 
Int. Med., 
Ortho. Surg 
Path. 


Psych. 
Dis., Thor. Surg. 
Psych 


Obst., Path., Surg. 


Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., Ob.-Gyn., Surg. 

Pul. Dis. 

Int. lee Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg. 

, Int. Med., Ob.-Gyn., Ophth., gg Ped., Rad., 

Anes., Int. Med., Neuro. Surg., Ophth., Ortho. Otol, 
Ped., Plas. Surg., Psych., Rad., — Urol. 

Oce. Med. 


Path., 


. Med., Ob.-Gyn., Ophth., Path., Rad., Surg., Thor. Surg., Urol. 
Anes. I Int. Med., Ob-Gyn., Ortho. Surg., Pa th., Psych., Surg. 
ul. Di 

Anes., Seven. Int. Med., Ophth., Path., Psych., Rad., Surg., 
Ortho. Surg., Pa th. 

Ortho. Surg., Ped., Pul. Dis., 
Int. Med., 
Pul. Dis., 
Ob.-Gyn. 
Anes., Ob.-Gyn., Path. 
Anes., Int. Med., Ob.-Gyn., Ophth., Otol., 

ad., Surg., Urol. 


Urol. 
Thor. Surg. 


Path. 
Thor. Surg. 


Path., Ped., Plas. Surg., Psych., 


vu 


Psych. 
Path., Surg. 


Path., Psy 


ch. 
qs Med., Ophth., Path., Ped., Psych., Pul. Dis., Rad., Surg. 


Psych. 
Ortho. Surg. 


Psych. 

Int. Med., Surg. 

Psych 

Psych 

Path. 

Anes., Int. Med., Neur., Ob.-Gyn., opuie.. Ortho. Surg., Otol., Path., Ped., 
Psych., Rad., Surg., Thor. Surg., 

Int. Med., Ob. -Gyn., Ortho. Surg., Path., Ped., Surg., Thor. Surg., Urol. 

Gen'l Pract. 

Path. 

Allergy, Anes., Card. Dis., Derm., Gastro., Int. Med., Neur., Neuro. Surg., 
Ob.-Gyn. Ophth., Ortho. Surg., Otol., Path., Ped., Plas. Surg., Psych., 
Pul. Dis., Rad., Surg., Thor. Surg., Urol. 

Yb.-Gyn., Surg. 

Ophth., Otol. 
it. Med., Path., Plas. Surg., Psych., Rad., Surg., Urol. 

Int. Med., Ob. -Gyn. Ped., Urol. 

Surg. 

Ortho. Surg. 

Path. 

Pul. 

Path., Pul. Dis., Thor. Surg 

Int. Med., Ob.-Gyn., Ped., Surg. 

Ob.-Gyn., Surg 

Psych. 

Pub. Health 

ed, 

Gen'l Pract., Int. Med., Ob.-Gyn., Ped., Surg. 

Su 

Anes., Gastro., Int. Med., Neur.. Neuro. Surg., Ob.-Gyn., Ophth., Ortho, 
Surg., Otol., Psych., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Rad., 

Int. Med., Ob. Sur rg. 


Gen'l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg., Urol. 
Gen'l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 
Ortho. Surg., 

Gen'l Pract., 
Gen'l Pract 
Pul. Dis. 


Ob. -Gy n., Surg. 


Ob.-Gyn 
Card. Dis. V 16 
Psych. 
Path. 
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Name Location 
Mercy Hospital 0000006 Canton, Ohio 
indsor TTT Chagrin Falls, Ohic 
Christ Hospita 666006006 C Cincinnati 
Cc 


+ 
NCiInnat 


Cincinnati General Hospital ncinnat 
Jewish Hospital *.............. 
Longview State Hospital....... 68000886008 
University of C. Institute of Industrial Health... Cincinnat 
Cleveland Clinic Hospital ®............ 
Evangelical Deacuness Hospital 
Highland View—Cuyahoga County Hospital........... Cleveland 
Lutheran Hospital *............. ... Cleveland 
St. Alexis Hospital Cleveland 
mt. Vincent Charity Hodpital Cleveland 
‘Sunny Acres, Cuy ahoga County Tuberculosis Hospital (eeeeenass Cleveland 
Veterans Admin. Hospital............ Cleveland 
Grant Hospital *.............. Columbus, Ohio 
Mount C armel Hospital Columbus, Ohio 
Ohio State University Hospitals 
Columbus Receiving eee ..... Columbus, Ohio 
Aum Mospital for . Columbus, Ohio 
Air Force Base... Dayton, Ohio 
Elyria Memorial Hospital and Gates Hospital 
Lima Memorial Hospital $4695 Lima, Ohio 
St. Joseph Hospital *........ CTV Lorain, Ohio 
Youngstow n, Ohio 
Central Oklahoma State Hospital..............0eeeeeeees Norman, a. 
Bone and Joint Hospital and 0 0:0 Oklahoma City 
Good Samaritan Hospital ’ortland, Ore. 
University of eentn Medical School Hospitals and Clinies ® Portland, Ore. 
Veterans Admin. Hospital................ Portland, Ore. 
Sacred Heart Hospital *........ Allentown, Pa. 
Altoona Hospital *®...... Altoona, Pa. 
Bt. Lake's Mospital en Bethlehem, Pa. 
Danville Sta‘e Hospital. . 


Residencies 
Int. Med., Ob.-Gyn., Path., Sur 
Anes., Gen’l Pract., Int. Med., Ob. -Gyn., Path., Rad., Surg. 


Psyc ch. 
Int. Med., Ob.-Gyn., — 


Ortho. Surg., Ped., Sur 
“int Med., Neuro. Surg., 
Dis., Derm., Gastro., ‘Int. Neur., 


Surg 
Neuro.  Surg., Ob.-Gyn., 
aa Ortho. Surg., Otol., 


Path., Ped., Psych., Rad., Surg., Urol 


Gen’ ai Pract., Int. Med., Neuro. Surg., Path., Ped., Rad., Surg. 
Int. Med., Ortho. Surg., Path., Psych., Rad., Surg. 


Psych. 
Cardi, Dis., Int. Med., Surg. 
Med. 


, Derm., Int. Med., Neuro. Surg., Ob.-Gyn., 7. Otol., Path., Ped., 
Phys. Med., Pul. Dis., Rad., Surg., Thor. Surg., Uro 

Anes., Card, Dis. ¥ Derm., Gastro., Int. Med. ., Neur., ieee Surg., Ob.-Gyn. 
Ophth., Ortho. Surg., Otol., Path., Ped., Phys. Med., Psych., Rad., Surg., 
Thor. Surg., Urol. 

Psych. 

-Gyn., Surg 


Anes., Int. Med., Ob.-Gyn., Surg. 
Int. Med., Phys. Med. 
Anes., Int. Med., Ob.-Gyn., —_— Rad., Surg., Urol. 
Int. Med., Obst., Su 
Anes., Int. Med., b.-Gyn., “Ortho Surg., Path., Rad., Surg. 
Int. Med., Obst., Surg. 
st 


Int. Med., Ob.-Gyn., Sur 
— Int. Me d., Ob. an. Ophth., Ortho. Surg., Otol., 


Int. "ie. Path., Rad., Surg. 
Pul. Dis., Thor. ‘Sur rg 
Anes., C ard. Dis 


Path., Ped., Rad., 


oe. Int. Med., Neur., 
Ped., Psyc h., Rad., 
Int. Med., Mal., Dis., Neuro. Surg., Ophth., 


Surg., Ob.-Gyn., Ophth., 
urg., Urol. 

‘Ortho. Surg., Otol., Path., 
ol. 


Phys. Med., Psych., Rad,, Surg., Thor. Surg., Uro 
Gen’l Pract. 
Surg. 


Thor. Surg. 


Ortho. Surg., Otol., Path., Ped., Surg. 
Psych. 


Path. 
Gen’l Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Surg., Thor. Surg. 


Psych. 
Dis., Thor. Su 
Anes., Dis., Gastro., Int. Med., Neur., 
Med., Ophth., Ortho. Surg., Otol., Path., 
Pech. Pul. Dis., Rad., Surg., Thor. Surg., Ur 


Neuro. Surg., Ob.-Gyn., 
Phys. Med., Plas. Surg., 
ol. 


Pract., Int. Med., Neuro. Surg., Ob.-Gyn., Ortho. Surg., 


Su 


Obst., Path., Rad, Surg. 
Int. *Med., Path., Phys. Med., Rad., Surg., Urol. 
Aviat. Me 


Gen'l Pract. Ortho. Surg., Path., Rad. 

Gen’'l Pract. 

Anes., Int. Med., Ob.-Gyn., Surg 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Surg 

Gen'l Pract., Int. Med., Ob. -Gyn., Surg. 

— Pract., Int. Med., Ob.-Gyn., Path., Surg. 
Ra 


Surg. 

Gen’'l Pract. 

nt. , Obst., Path., Surg., Urol. 

Nag Int. Med., Ob. -Gyn., Path., Ped., Rad., Surg. 

Gen’! Pract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 
, Int. Med., Ob.-Gyn., Path. 

Int. Med., Path. 

Psyc “h. 


Int. Med., Ob.-Gyn., Path., Sur 

Anes., Gen’l Pract., Int. Med., "Ortho. Surg., Path., Proct., Rad., Surg. 
*syc 

Ortho, Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg. 

Anes., Derm., Gen’l Pract., Int. Med., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., Otol., Path., Ped., Plas. Surg., — Rad., Surg., Urol. 


nt. Med., Ortho. Surg., Phys. Med., Psych., Rad., 
nt. Med., Rad., Surg. 

Path., Ped., 

nt. Med., db ie. Path., Ped., Rad., Surg. 
nt. Med., Ob.-Gyn., Ortho. Surg., Path., —. 
nt. Med., Path., Surg. | 

nt. Med., Path., Rad urg. 

Gen'l Pract., Int. Med., Path, Surg. 


Ortho. Surg. 

Pub. Health 

Anes., Derm., Int. Med., 
Surg., Otol., Path., Pe d., 

Gastro., Int. Med., 

Psych. 

Int. Med., Ob.-Gyn., Path., 

Int. Med., Ob.-Gyn., Path., 


Psych. 
Int. Med., Path., Rad., Surg. 
Gen’! Pract., Ob.-Gyn., Path. 
Gen’l Pract., Ob.-Gyn., Path., Surg. 
Gen'l Pract., Su 
Int. Med., Ob. a. Path., Rad., Surg. 
Gen’l Pract., Path. 

sych. 
Psych. 


Neur., Neuro. Surg., Ob. -Gyn., Ophth., Ortho. 
Rad., Surg., Thor. Surg., Urol. 
Ortho. Surg., Otol., Path. . Phys. Med., Surg., Urol. 


Psych., Rad., Surg. 


Plas. Surg., Proct., Surg. 


* Indicates hospitals approved for training interns. 
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J.A.M.A., Oct. 5, 1957 


Name Location 
George F. Geisinger Memorial Hospital *...........- seseess Danville, Pa. 


Fitzgerald-Mercy Hospital * eccccccccevcccceeess+ Dar Pa 
Eagleville Sanatorium for Consumptives.« Ragiovine, Pa. 
State Hospital for rippled CHILATON. Elizabethtown, Pa. 
State Hospital. Mmbreeville, Pa. 


amot Hospital *®...........- Erie, a 
St. Vincent's Hospi Erie, Pa 
Chas. H. Miner State Hamburg, Pa. 
Hospital *........... Pa. 
Harrisburg Polyclinic Hospital *......e+ceeees++eeee0+++ Harrisburg, Pa. 
Hazleton State Hospital.............. .. Hazleton, Pa. 
Conemaugh Valley Memoria? Hospital 0.6 Johnstown, Pa. 

neaster General Hospital ®........ TELE Lancaster, Pa 
St. Joseph’s Hospital *.............. Lancaster, Pa 
Montgomery Hospital *....... Norristown, Pa. 
Sacred Heart Hospital *........ FG. 
Albert Einstein Center 

American Oncologic Hospital iiladelphia 
Chestnut Hill Hospital *.......... 
Eastern Pennsy Ivana Psychiatric Institute.......... Philadelphia 
Episcopal Hospital * Philade pita 
Germantown Dispensary and Hospital ®.............. «sees Philadelphia 
Graduate Hospital of the Daiversity of Pennsylvania *....... Philadelphia 


Hahnemann Medical College and Hospital *.......... seeeee Philadelphia 
Hospital of the University of Pennsylvania *®............... Philadelphia 
Hospital of the Women’s College of Pennsylvania *®......... . Philadelphia 
Institute of the Pennsylvania Hospital................ee005 Philadelphia 
Jefferson Medical College Hospital %.......ccccccccscccsces Philadelphia 
Lankenau Hospital *.......... a 
Department for Mental 
Philadelphia General Hospital—-Northern Division........... Philadelphia 
Montefiore Hospital CCT TT *ittsburg 1 
St. Francis General Hospital and Rehabilitation Institute *.... Pittsburgh 
University of Pittsburgh Graduate School of Public Health.... Pittsburgh 
Pittsburgh 
Western Psychiatric Institute and Pittsburgh 
Wilkes-Barre General Hospital *....... sssuuntiveas .. Wilkes-Barre, Pa. 
... Wilkinsburg, Pa. 
York Hospi York, Pa. 


* Indicates hospitals ‘approved for training interns. 


Approved Residencies 
Ane. | Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., 
ur 
Gen’'l Pract., Ob.-Gyn., Path., Rad. 
Pul. Dis. 
Int. Med. , Sure. 
Ortho. Surg. 
Psych. 
Int. Med., Ortho. Surg., Path., Rad., Surg., Urol. 
Path., Rad., Surg., Ur ol. 
Pul. Dis. 
Int. Med., Ob.-Gyn., Surg., Urol. 
Int. Path., Ped., Su 
*n. 


Psy 

Sur 

Anes., Path 

Pa 

Gen'l Pract., Path,, Surg. 
Gen'l Pract 

h. 


Gen'l Pract. 


Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., 
Anes., Int. Med., 


rol, 
Mal. Dis. 


Ped., Rad., Surg., Urol. 
Ob.-Gyn., Ortho. Surg., Path., Ped., Psych., Rad., Surg., 


Int. Med., Ob.-Gyn., Rad. 

Ortho. Surg., Ped., Surg. 

Psych. 

Int. Med., Ob.-Gyn., Path., Pc Surg., Thor. Surg., Urol. 

Int. ae Ob.-Gyn., Path., 
rch 

Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Anes., Card. Dis., Derm., Gastro., Gyn., Int. Med., Neur., Neuro. Surg., 
Ophth., Ortho. Surg., Otol., Path., Ped., Plas. Surg., Pul. Dis., Rad., 
Surg "rol. 

Anes., Derm., Int. Med., Neuro. Surg., Ob.-Gyn., Ortho. Surg., Path., Ped., 
Rad., Surg., Thor. Surg., Urol. 


Anes., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 


Ortho. Surg., Otol., Path., Ped., Phys. Med, Psych, Pul. Dis., Rad., 
Surg., Urol. 

Anes., Int. Med., Ob.-Gyn., Path., Ped., Surg. 

Ps 


yeh, 
Mal. Dis., Rad. 


Anes., Dern m., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., } ag Path., Ped., Psych., Rad., Surg., Urol. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int. Med., Ob.-Gyn., Surg. 


Ob.-Gyn., Path., Surg. 

Rad. 

Anes., “ rts Derm., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Rad., 
Surg., Ur 

Psych. 

Anes., Card. Dis., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg., 
Path., Ped., Phys. Med., Psych., Pul. Dis., Rad., Surg., Urol. 

Con. Dis., Obst., Pul. Dis. 

Psych 

Psych 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg., Thor. Surg., Urol. 

ed. 

Surg. 

Gen'l Pract., Ob.-Gyn., Surg. 

Ortho. Surg. 

Allergy, Anes., Card. Dis., Gastro., Int. Med., Neuro. Surg., Ob.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Ped., Proct., Psych., Rad., Surg., Urol. 


Anes., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., ’ Ortho. ‘Surg., Otol., 


Path., 
ed., Psych., Rad., Surg., Urol. 


Cardio. Dis., Ortho. Surg., Path., Phys. Med., Psych., Rad., Surg., Urol. 
Ophth. 

Ob.-Gyn., Surg. 

Anes., Int. Med., Ortho. Surg., Path., Ped., Rad., Surg., Urol. 

Ortho. Surg., P Ped., g. 

Int. Med., Ob. -Gyn., Path. 

Ophth., Otol. 

Anes., Int. Med., Neuro. Surg., Ob.-Gyn., Otol., ~~ ne Surg., Urol. 
Allergy, Anes., Int. Med., Obst., Ophth., Path., Rad., Su 

Int. Med., Ob.-Gyn. 

Card. Dis., Int. Med., Neuro. Surg., Ortho. Surg., Path., Plas. Surg., Proct., 


Rad., Urol. 

Gen't Prac 

Anes., Card. Dis., Int. 
Surg. 

Gen'l Pract. 

Ob.-Gyn., Path., Surg. 
ath 


Med., Ob.-Gyn., Ortho. Surg., Path., Psych., Rad., 


Ob. -Gyn., Path. 
Med 


Allergy., Int. ies. Neur., Ophth., Ortho. Surg., Otol., Path., Phys. Med., 
Rad., ‘Surg., 
Obst., Path., Ped., Rad., Surg. 


Int. Med., 
Psych. 
Gen’ t Pract 
Gen'l Pi ract., Path. 
Anes., Int. Med., Gyn., 
Path., Surg. 
Anes., Int. Med., 
Surg., Urol. 


Ortho. Surg., Path., Rad., Surg. 


Neuro. Surg., Ophth., Ortho. Surg., Path., Ped., Rad., 


Rac 

Surg., Urol. 
Path., Surg., Urol. 
Path.. 
Psych. 

Int. Med., Path. 

Gen’'l Pract., Int. Med. 


Surg. 
Surg. 


V 16 
1957 
_— 
Path 
Gen'l Pract. 
Pul. Dis 
Psych 
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Name Location Approved Residencies 
Charles V. Chapin Providence, R. I. Ped., Psych. 
Miriam Hospital * Anes., Int. Med. 
Providence Lying- -In Hospital. bst. 
Providence, R. I. Int. Med., Gyn., Ortho. Surg., Otol., Path., Ped., Rad., 
Surg., Urol. 
Veterans Admin. Hospital........ Providence, R. I. Int. Med., Surg. 
Emma Pendleton Bradley Home...........0...0.00e000- Riverside, R. I. Psych. 
Medical College of South arolina Teac hing Hospitals * . Charleston, S. Neur., -Gyn., Ophth., Ortho, Surg., Otol., Path., Ped., 
*syc ad., Surg., Uro 
Columbia Hospital *.......... Fades Columbia, S. €. Int. Med., Ob.-Gyn. Ped., Surg. 
Veterans Hospital Columbia, Int. Ortho. Surg., Sur 
McLeod Infirmary Florence, S. €. Ob.-Gyn 
Greenville Greenville, Gen'l Pract, , Ob.-Gyn., Ortho. Surg., Path., Ped., Surg. 
Shriners Hospital for Crippled Greenville, S. Ortho. Surg. 
Orangeburg Regional Hospital *............0..66.00005 Orangeburg, S. €. Urol. 
Spartanburg General Hospital Spartanburg, C. Gen’ Rad. 
Sioux Valley Hospital *......... rT Sioux Falls, 8. Dak. Gen'l Pr 
Sacred Heart Hospital *........... ankton, 8S. Dak. Gen'l Pract., Path., Rad., Su 
Baroness Erlanger Hospital ®..............000000055 Chattanooga, Tenn. Anes., Int. Med., Ob. -Gyn., Ortho. Surg., Path., Rad., Surg. 
T. C. Thompson Children’s Chattanooga, Tenn Pe a 
Rast Tennessee Baptist Hospital ®...............0046. Knoxville, Tenn Ortho. Surg., Path, 
East Tennessee Crippled Children’ eae Knoxville, Tenn. Ortho. Surg. 
St. Mary’s Memorial Hospital ®..... Knoxville, Tenn. Gen'l Pract., Int. Med., Ortho. Surg., Path., Surg. 
University of Tennessee Memorial Research Center 
Baptist Memorial Hospital ®.. Memphis, Tenn. Neur , Ob.-Gyn., Path., Ped., Rad., Surg., Urol. 
Campbell errr emphis, Tenn. Ortho. Su 
City of Memphis Hospitals ®..............000..0e ce eeee Memphis, Tenn. Int. Med., "Neur. ., Ob.-Gyn., Ophth., Otol., Path., Ped., Rad., Surg., Urol. 
Gailor Memorial Paychiatric Memphis, Tenn. Psych. 
LeBonheur Children’s Hospital... . Memphis, Tenn. Ped. 
Memphis Eye, Ear, Nose and Throat Hospital............ Memphis, Tenn. Ophth. 
Memphis, Tenn. Int. Med., “Gyn., Pat th., Ped., Surg. 
emphis, Tenn. Gastro., Int. Med., Ophth., Ortho. Surg., Otol., Path., Phys. Med., Pul. Dis., 
Rad., S urg., Thor. Surg., Uro 
West Tennessee Tuberculosis Hospital.............0...... Memphis, Tenn. Pul. Dis., Thor. Surg. 
Nashville, Tenn. Gen’l Pract., Int. Med., Ob.-Gyn., Path., Ped., Surg. 
George W. Hubbard Hospital of Meharry 
Nashville General Nashville. Tenn. Med., Ob.-Gyn., Path., 
Nashville, Tenn. Int. Med., Ob.-Gyn., Surg. 
Vanderbilt Nashville, Tenn. Anes., Int. Med., Neuro. Surg., Ob.-Gyn., Ortho, Surg., Path., Ped., Psych., 
Rad., Surg., Thor. Surg., Ure 
Nashville, Tenn. Int. Med., Pul. Dis., Rad., Surg. 
Oak Ridge Institute of Nuclear Studies................ Oak Ridge, Tenn. Int. Med., Path. 
Oakville Memorial Oakville, Tenn. Pul. Dis. 
‘Austin. Texas Pub. Health 
Driscoll Peadntion Children’ s Hospital........... Corpus Christi, Texas Ped. 
Baylor University Hospital #.............cccccceceeeeees Dallas, Texas a * Med., Ob.-Gyn., Ortho. Surg., Path., Phys. Med., Plas. Surg., 
re , Rad., Surg., Thor. Surg. 
Parkland Memorial Hospital Dallas, Texas Int. -Gyn., “Ophth., Ortho. Surg., Path., Psych., Pul. Dis., 
urg 
Dallas, Texas Med., Ob.-Gyn., Path., Ped., Rad. 
Texas Scottish: Rite Hospital for Crippled Children........ Dallas. Texas Ortho. Surg. 
Veterans Admin. Hospital %............cccccccccccecceess Dallas, Texas Int. _ Ophth. , Otol., Rad., Surg., Thor. Surg., Urol. 
William Beaumont Army Hospital El Paso, Texas Int. Med., -Gyn., Ped., Surg. 
6660 Fort Worth, Texas  Anes., “Med. Ob.-Gyn., Path., Surg. 
John Peter Smith Hospital Fort Worth, Texas Gen'l 
St. Joseph Hospital Fort Worth, Texas Path 
University of Texas Medical Branch Hospitals ®........ Galveston, Texas Anes., Card. Dis., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., oge.. 
Ortho. Surg., Otol., Path., Ped,, Plas. Surg., Psych., Rad., Surg., Thor 
Surg., Urol. 
Gonzales ~ Foundation for 
Hermann Hospital Houston, Texas  Anes., Int. Med., Ob. Ortho, Surg., Path., Ped., Rad., Urol. 
Houston, Texas Anes., Derm., nt. Med., Ob.-Gyn., Ophth., Ortho. Surg., Otol., Path., Ped., 
Plas. Surg., Psych. Surg., Thor. Surg., Urol. 
Houston, Texas Gen'l Pract., Pa 
dé Houston, Texas Anes., Derm., Int. “Med., Neuro. Otol., Path., Plas. Surg., 
syc Rad., Surg., Thor. Surg., 
Houston, Texas Anes., Int. Med., Ob.-Gyn., Path., Ped, Rad., Surg., Urol. 
St. Luke’s Episcopal Hospital.............. Houston, Texas Int. Med., Ob. Gyn. ., Surg., Urol. 
ted Houston, Texas Int. Med., Su 
Houston, Texas  Derm., Plas. Surg. 
U niversity of ae M. D. Anderson Hospital for 
Houston, Texas  <Anes., Gyn., Int. Med., Dis., Path., Rad., Surg. 
Veterans Houston, Texas Anes., Derm., Int. Med., Neur., Neuro. Surg., Ophth., Ortho. Surg., Otol., 
Path., Phys. Med., Plas. Surg., Psych., Pul. Dis., Rad., Surg., Urol. 
Nan Travis Memorial Hospital... Jacksonville, Texas Gen'l Pra 
McKinney, Texas Int. “Ortho. Surg., Path., Pul. Dis., Rad., Surg., Urol. 
U. 8S. Air Force School of Aviation Medicine....... ys Field, Texas Aviat. Med. 
Baptist Memorial Hospital...............6000e eens Antonio, Texas Gen'l Pract., Ob.-Gyn., Path., Rad., Surg. 
Antonio, Texas Anes., Card. Dis., Derm., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Otel, 
Path., Ped., Plas. Surg., Rad., Surg., Ur rol, 
Robert B. Green Memorial ve San Antonio, Texas Gen'l Pract., Int. Med., Ob. -Gyn., Ped., Rad., Surg. 
San Antonio, Texas Gen'l Pract., Int. Med., Path., Ped., 
U. Air Force Hospital (Lackland) *®.............. San Antonio, Texas Anes., Gen'l Pract., Int. Med., Ortho. ios. Path., Rad., Surg. 
Sot and White Memoria! Hospital ®...........0.000000- Temple, Texas Anes., Int. Med., Ophth., Ortho. Surg., Path., Rad., Surg. 
Thomas Dee Memorial Hospital Ogden, Utah Gen’'l Pract., Int. Med., Ob.-Gyn., Path., Surg. 
Dr. W. H. Groves Latter-Day Saints Hospital ®........... Salt Lake City Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Plas. Surg., Rad., Surg., 
Thor. Surg. 
Crome @. ... Salt Lake City Int. Med., Ob.-Gyn., Path., Rad. 
Primary Children’s Hospital...... bin ... Salt Lake City Ortho. 
Salt Lake County General Hospital ®............0050000: Salt Lake City Anes., int Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Psych., Rad., Surg. 
Shriners Hospital for Crippled Children.............665 .. Salt Lake City Ortho. Surg. 
Veterans Admin. Hospital Salt Lake City Int. Med., Neur., Ortho. Surg., Path., Psych., Rad., Surg. 
Brattleboro Retreat ............. Psych. 


* Indicates hospitals approved for training interns. 
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Name Location 
DeGoesbriand Memorial Hospital Burlington, Vt. 
Mary Fletcher Hospital *........ Burlington, Vt. 
Veterans Admin. Hoepital...........ccseeeess White River Junction, Vt. 
University of Virginia Hospital Charlottesville, Va. 
Chesapeake & Ohio | Rallway Employees Hospital *.... Clifton, Forge, Va. 
Medical College of Virginia Hospital Division *.......... Richmond, Va. 
Gill Memorial Roanoke, Va. 
Louise Obici Memorial Suffolk, Va. 
King County Hospital Unit 1 (Harborview) *%...................- Seattle 
U. S. Public Health Seattle 
Central Washington Tuberculosis Hospital................. Selah, Wash 
Hospital for Crippled Spokane, Wash. 
Charleston General Hospital *...............000005- Charleston, W. Va. 
Martinsburg, W. Va. 
Camden-Clark Memorial Hospital *................ Parkersburg, W. Va. 
Ohio Valley General Hospital *..................00-. Wheeling, W. Va. 
Ancon, ©. Z@. 
Kapiolani Maternity and Gynecological Hospital......... Honolulu, T. H. 
Shriners Hospital for Crippled Children................. Honolulu, T. H. 
Kanoehe, Oahu, T. H. 


* Indicates honpitala approved for training interns. 


Int. Med., 


Approved Residencies 


An. Gen'l Pract., Int. Med., Neur., Ob.-Gyn., Path., Ped., Rad., Surg., 


prong Int. Med., Neur., Ob.-Gyn., Path., Ped., Rad., Surg., Urol. 

syc 

Anes., “Int. Med., Neuro. Surg., Path., Plas. Surg., Surg., Urol. 

Int. Med., Ob.-Gyn. 
.-Gyn 

Pul. Dis. 

Allergy, Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., Otol., Path., Ped., Psych., Rad., Surg., Thor. Surg., Urol. 

Int. Med., Surg. 

Path. 

Surg. 

Obst., Path., Surg. 

Gen'l Pract., iat Med., Ob.-Gyn., Pa 

Gen’l Pract., Int. Med., Ob.-Gyn., Path; Ped., Rad., Surg. 


Gen’'l Pract. 

Gen’! Int. Med., 

Gen'l Pra 

Gen'l Int. Med., 

Surg 

Int. Med., Obst., 

‘Anes., 
Surg., Otol., 

Gen’l Pract. 

Surg. 

Pub. Health 


Ob.-Gyn., Path., 
Ob.-Gyn., Ortho. 


Rad., Surg. 
Surg., Surg. 


Path., Surg. 
Derm., Int. 


ed., Neuro. Surg., Ob.-Gyn., —" Ortho. 
Path., Ped., 


M 
Phys. Med., Psych., Rad., Surg., Ur 


, Gastro., Int. Med., Neur., Neuro. Surg., Ophth., 
, Psych., Pul. Dis., Rad., Surg., Thor. 


Ortho. 
Surg., Urol. 


Int. Med., Surg. 
Int. Med., Surg. 
Gen’'l Pract. 
*sych. 


Int. Med., Ob.-Gyn., Surg. 


Anes., Ortho. Surg., Ped., Sur 

Anes., Int. Med., Ob-Gyn., Path., Surg. 

Pul. Dis., Thor, Su urg 

Anes., Int. Med., Sane. Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg., Path., 
Ped., Psych., Surg., Urol 

sych. 

Gen’l Pract., Int. Med., Obst., Ortho. Surg., Path., Rad., Surg. 

Pub. Healt 


Ob.-Gyn., Path., 
Path., Surg. 


Surg. 
Int. Med., 


Anes., Int. Med., Neur., Ortho. Surg., Path., Psych., Surg. 
Anes., Int. Med., Obst., Path., Rad., Surg. 

Pul. Dis 

ath. 

Gen’l Pract., Ob.-Gyn., Path., Rad., Surg. 

Gen'l Pract., Ob.-Gyn., Path. 

Ortho. Surg. 

Path. 

Anes., Path 

Surg. 


Gen’l 
Surg 
Gen | Pract., 
Path. 


Int. Med., Path., Surg. 
Int. Med., Ob.-Gyn., Path., Ped., Surg. 


Int. Med., Surg. 
Path., Surg. 


., Rad., Surg. 


Gen'l Pract 

Surg 

Anes., Gen’'l Pract., Int. Med., Path., Surg. 
Gen'l Pract 

Surg. 

Int. Med., Surg 

Int. Med., Ob. ay n., Path., Surg., Urol. 
Psych. 

Surg 


Int. Med., Ob.-Gyn. 


Allergy, Anes., Card. Dis., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Ped., Plas. Surg., Psych., Rad., Surg., 
Urol. 

Int. Med. 

Int. Med., Obst., Ortho. Surg., Path., Rad., Surg. 

Gen'l Pract., Surg. 

Ortho. Surg., Ped. 

Int. Med., Ob.-Gyn., Ophth., Path., Ped., Proct., Rad., Surg., Urol. 


Gen’'l Pract., 
Int. Med., 


Int. Med., 
Ob.-Gyn. 


Ob.-Gyn., Path., Rad., Surg. 


Pul. Dis. 
Int. Med., Ob.-Gyn., Path., Rad., 
Gen'l Pract. Int. Med., Ob.-Gyn., "Path. Rad., Surg. 


Int. Med., Ob.-Gyn., Pat 1 
Gen'l Pract. 


Anes., Derm., Gastro., Int. Med., Ophth., Ortho. Surg., Otol., Path., Phys. 
Med., Psych., Pul. Dis., Rad., Surg., Thor. Surg., Urol. 
Path. 


Int. Med., 
Ob.-Gyn. 


Ob.-Gyn., Ophth., Path., Ped., Surg. 


Fed. 

Pul. Dis., Thor. Surg. 

Int. Med,, Ob.-Gyn., Path., 
Int. Med., Ob.-Gyn., Path. 
Ortho. Surg. 

Int. Med., Ob.-Gyn., Path., 
Psych. 
Int. Med., 
Psych. 
Anes., Int. 


Psych., Surg. 


Ped., Surg., Urol. 


Ob.-Gyn., Path., Ped., Surg. 


Med., Ob.-Gyn., Ophth., 
Phys. Med., Rad., Surg. 


Path., Ped., Rad., Surg., Urol. 


Surg., Path., Pl 
Ophth., Otol. 
a 
Path 
Surg. 
Gen'l Pract. 
_ 
_ 
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REQUIREMENTS FOR CERTIFICATION 


AMERICAN SPECIALTY BOARDS 


Examining and certifying boards in 19 specialties have been 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association and the Advisory Board 
for Medical Specialties on the basis of minimal standards gov- 
erning accreditation of specialty boards as formulated by the 
Council. 

The primary purposes of the boards are (1) to conduct 
investigations and examinations to determine the competence of 
voluntary candidates for certificates issued by the respective 
boards, (2) to grant and issue certificates of qualification to 
candidates successful in demonstrating their proficiency, (3) to 
stimulate the development of adequate training facilities, (4) to 
aid in evaluating residencies and fellowships under considera- 
tion by the Council on Medical Education and Hospitals of the 
American Medica! Association, and (5) to advise physicians 
desiring certification as to the course of study and training to be 
pursued. 

The boards are in no sense educational institutions, and the 
certificate of a board is not to be considered a degree. It does 
not confer on any person legal qualifications, privileges, or a 
license to practice medicine or a specialty. The boards do not 
purport in any way to interfere with or limit the professional 
activities of any licensed physician, nor do they desire to inter- 
fere with any practitioners of medicine in any of their regular 
or legitimate duties. 

Two boards certify candidates in subspecialties. The Ameri- 
can Board of Internal Medicine certifies in allergy, cardiovascu- 
lar disease, gastroenterology, and pulmonary diseases. The 
American Board of Pediatrics certifies in allergy. Certification 
in the primary field is a requirement for certification in the 
subspecialties. The Board of Thoracic Surgery, which is or- 
ganized as an affiliate board of the American Board of Surgery, 
requires certification in surgery as a prerequisite to certification 
in thoracic surgery. 

Certificates in special divisions of their specialty are conferred 
by six boards. The American Board of Obstetrics and Gynecol- 
ogy will issue certificates in obstetrics or gynecology only. The 
American Board of Otolaryngology grants a limited certificate 
in endoscopy. The American Board of Pathology issues certifi- 
cates in pathological anatomy, clinical pathology, a combination 
of these two fields, pathological anatomy and clinical micro- 
biology, clinical microbiology and clinical chemistry, clinical 
bacteriology, neuropathology, clinical microbiology, hematology, 
and clinical chemistry. The American Board of Preventive 
Medicine issues certificates in public health, aviation medicine, 
and occupational medicine. The American Board of Psychiatry 
and Neurology issues separate certificates in psychiatry and in 
neurology, or a combined certificate for those qualified in both 
fields. This board also issues supplementary certificates in 
psychiatry and in neurology, The American Board of Radiology 
issues certificates in radiology, roentgenology, therapeutic radi- 
ology, diagnostic roentgenology, therapeutic roentgenology, 
radium therapy, radiological physics, x-ray and radium physics, 
and medical nuclear physics. 

The majority of the American specialty boards have published 
booklets containing a list of their officers together with state- 
ments regarding organization, purposes, and qualifications that 
determine eligibility for certification, In this issue of THE 
JourNAL, there are published, with the consent of each board 
concerned, the requirements for certification in specialties, This 
information is published for the convenience of those physicians 
who are planning to seek board certification. Any specific in- 
quiry concerning certification by a specialty board should be 
addressed to the board secretary, whose name and address will 
be found in this issue of THE JoURNAL, 

Table 1 contains a list of the approved specialty boards, the 
year of activation, and the total number of candidates certified 
through June 30, 1957. Data are also presented regarding the 
number of physicians certified in the subspecialties and those 
granted special certification by the boards in obstetrics and 
gynecology, otolaryngology, pathology, preventive medicine, 
psychiatry and neurology, and radiology. 


TABLE 1.—Approved Examining Boards in Medical Specialties 


Total 
Certificates 
ward 
Yearof to June 30, 
Activation 1957 


1937 1,698 


Name of Board 
American Board of Anesthesiology ..... 


American Board of Dermatology ........... TTT 1932 1,806 
American Board of Internal Medicine ........ seeues 1936 11,336 
American Board of Neurological Surgery ....... 06s 1940 715 
American Board of Obstetrics and Gynecology .... 1930 5,258 
American Board of Ophthalmology .......... beseee 1915 4,642 
American Board of Orthopaedic Surgery ........... 1934 2,876 
American Board of Otolaryngology ............ oeee 1924 5,250 
American Board of Pathology ............. 1936 3,283 
American Board of Pediatries 1933 6,089 
American Board of Physical Medicine and 
American Board of Plastic Surgery .......... 1937 386 
American Board of Preventive Medicine ....... eodis 1948 1,915 
American Board of Proctology 1949 259 
American Board of Psychiatry and Neurology .... 1934 5,885 
American Board of Radiology ..............ccceeees 1934 5,654 
American Board of Surgery 1937 8,790 
Board of Thoracic Surgery (Affiliate of 
the American Board of Surgery) ..............000 1949 677 
BOGTE GT 1935 2,310 
Certification in Subspecialties 
American Board of Internal Medicine 
158 
1,351 
American Board ot Pediatries 
American Board of Surgery 


Special Certification 
American Board ot Obstetrics and Gynecology 


American Board of Otalaryngology 


American Board 


Pathological Anatomy and Clinical Pathology .............. 1,107 
Pathological Anatomy and Clinical Microbiology ............ 1 
Clinical Microbiology and Clinical Chemistry ................. 1 
American Board of Preventive Medicine 
Ameriean Board of Psychiatry and Neurology 
American Board of Radiology 


. * Independent board established in 149. 
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A total of 63,727 phy-iciims were reported certified by the 19 
specialty boards on July 1, 1956. From this date through 
June 30, 1957, 5,424 physicians were certified, bringing the 
total to 69,151 certifications on June 30, 1957. Eighty-six physi- 
cians were certified in the subspecialties, bringing that total to 
1,509 on the same date. 

Table 2 indicates the total number of physicians certified each 
year for the past 15 years by all specialty boards. The total 
number certified on June 30, 1957, was 69,151. 

The eighth edition of the “Directory of Medical Specialists,” 
compiled by the Advisory Board for Medical Specialties and 
published in 1957 by the A. N. Marquis Company, Chicago, 
contains biographic information on the educational background 
of each living specialist, including those retired from practice, 
certified by an American board. 


AMERICAN BOARD OF ANESTHESIOLOGY 


Donan L, Burpick, President 

New York 

Freperick Vice President 
Portland, Ore. 

Stuart C, CuLLeN, lowa City 

Rosert B. Dripps, Philadelphia 

ALBERT FAuLCONER, Rochester, Minn. 
Forrest E. LEFFINGELL, Pasadena, Calif. 
E. M. Papper, New York 

Mitton C. Pererson, Kansas City, Mo. 
Harvey C. SLocum, Washington, D. C. 
Scott M. Salt Lake City 

Curtiss B, Hickcox, Secretary-Treasurer, 80 Seymour St., 

Hartford, Conn. 

The regulations of this specialty board are undergoing revision 
at this time. For current requirements for certification, com- 
munications should be addressed to the Secretary of the Ameri- 
can Board of Anesthesiology. 


TaBLe 2.—Annual Specialty Board Certification, 1942-1957 


No. of Boards No. Cumulative 
tals 


Year (Ended March) in Existence Certified 


15 1,578 23,444 
Te eT Te 15 2,424 28,406 
19 3,827 39,804 
hander 19 3,343 60,644 
19 3,083 63,727 
19 5,424 69,151 


*One board, the American Board of Proctology, did not certify any 
candidates during this period. 


AMERICAN BOARD OF DERMATOLOGY 


Joun H, Lams, President 
Oklahoma City 
J. Lamar Cattaway, Vice President 
Durham, N. C. 
Marcus R, Caro, Chicago 
ArtuHur C, Curtis, Ann Arbor, Mich. 
W. Lang, St. Louis 
Frances W, Lyncu, St. Paul 
J. Wactrer Wixson, Los Angeles 
Beatrice Maner Kesten, Secretary, | Haven Ave., New York 
$2, N. Y. 
Wacrter C. Losrrz Jn., Assistant Secretary, Hanover, N. H. 
For current requirements for certification, communications 
should be addressed to the Secretary of the American Board of 
Dermatology. 


J.A.M.A., Oct. 5, 1957 


AMERICAN BOARD OF INTERNAL MEDICINE 


TuHomas M. Durant, Chairman, Philadelphia 
Howapp P, Lewis, Vice-Chairman, Portland, Ore. 
Waricnt R. ApaMs, Chicago 

Tuomas H., Brem, Los Angeles 

Gerorce E, Burcu, New Orleans 

Hucu R. Butt, Rochester, Minn. 

FRANKLIN M. HANGER, New York 

Cuester M. Jones, Boston 

Joun Minor, Washington, D. C. 

Georce A, Perera, New York 

ALBERT M, SNELL, Palo Alto, Calif. 

Vicror W, Locan, Rochester, N. Y. 

THoMas Secretary-Treasurer, Augusta, Ga. 


WituiaM A. WERRELL, Executive Secretary-Treasurer, 
1 W. Main St., Madison, Wis. 


Sub-Specialty Boards 
ALLERGY 
VINCENT J. Derses, New Orleans 
SAMUEL M. FEINBERG, Chicago 
STANLEY F, Hampton, St. Louis 
Francis C, Lowe Boston 
B. SHERMAN, New York 
CARDIOVASCULAR DISEASE 


Cuarces A. R, Connor, New York 

A. CARLTON ERNsTENE, Cleveland 
FRANK B. KELLY Sr., Chicago 

J. Murray KinsMan, Louisville, Ky. 
Bruce Locug, Atlanta, Ga. 

Ricnarp H, Lyons, Syracuse, N. Y. 
RayMonp D. Pruitt, Rochester, Minn. 
GasTRO-ENTEROLOGY 


Leon ScuiFrF, Cincinnati 
Lowe Lt D. Snorr, Evanston, IIl. 
Henry J. TuMEN, Philadelphia 
C. Wirts, Philadelphia 
Eric E. Rochester, Minn. 
PuLMONARY DISEASES 

E. Greer, Houston, Texas 
Rocer S. MitrcHe Jr., Denver 
Epwarp S. Ray, Richmond, Va. 
Davin T. Durham, N. C. 
Junius Witson, Philadelphia 


GENERAL QUALIFICATIONS 


1. All candidates must be citizens of the United States or 
Canada. 

2. All candidates must be licensed to practice medicine in a 
state, territory, or possession of the United States or Canada. 

3. All candidates must present evidence of satisfactory moral 
and ethical standing in the medical profession. 


PROFESSIONAL QUALIFICATIONS 


1. Graduation from a medical school approved by the Coun- 
cil on Medical Education and Hospitals of the American Medical 
Association at the date of graduation. 

2. Satisfactory completion of an approved internship of not 
less than twelve months.*® 

3. Residency or fellowship approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association in internal medicine according to the following plan 
(Plan A) or one of the alternate plans described under para- 
graph 4. 


*During the period in which the 9-9-9 program was in effect an 

approved internship of nine months will satisfy the require- 
ment of twelve months. A residency of nine months is con- 
sidered as nine months only. 
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(Plan A) A residency or fellowship in internal medicine for 
a period of not less than three years in a hospital or other 
institution approved by the Council on Medical Education and 
Hospitals of the American Medical Association for residency or 
fellowship in internal medicine. In such instances in which a 
resident’s nominal status differs from that of the other hospital 
residents, he must furnish the Board with certification by the. 
Chief of the Medical Service and the Medical Director of the 
Hospital that he actually performed the full duties of a resident 
as a bonafide member of the residency program. In addition, 
two years of adequate clinical experience in the practice of 
internal medicine following graduate training will be required. 
The Board will accept the following equivalents as satisfying 
one year only, of the three years of residency or fellowship to 
which this paragraph refers. (Two years must be in the field of 
general internal medicine. ) 

(a) If twelve months of a two year approved internship in 
a hospital approved for residency training in internal medicine is 
limited to the medical service and the medical specialties, credit 
will be granted for a first year of assistant residency. The re- 
maining two years of residency training must be in the general 
field of internal medicine, Certification by the Chief of the 
Medical Service as to compliance with this requirement must 
accompany application. 

) One year of approved residency in one of the medical 
specialties: Allergy, Cardiovascular Disease, Gastro-Enterol- 
ogy, Hematology, Pathology, Pulinonary Diseases, Neurology, 
Pediatrics, Psychiatry, Dermatology and Syphilology, or one 
year of an approved General Practice residency provided the 
candidate completes in addition, two full years of approved 
residency in the general field of internal medicine. 

(c) One year as a graduate student or as an instructor in 
an approved medical school on a full time basis in Bacteriol- 
ogy, Biochemistry, Pathology, Pharmacology, Physiology, or 
Internal Medicine. 

(d) An advanced degree in the Medical Sciences, provided 
the work has been done and the degree obtained after gradua- 
tion from medical school. 

Nore: Graduate training credit for the time involved will 
be allowed candidates who take and _ satisfactorily complete 
post-graduate courses in internal medicine or the basic medical 
sciences provided by accredited medical schools on a full time 
basis. This ruling shall not apply to courses of less than three 
months or more than twelve months duration. A certification of 
creditable performance, based in part, at least, on a formal 
examination upon completion of the course, will be required. 

Note: Fellowship or Research assignments not approved 
by the Council on Medical Education and Hospitals will re- 
quire certification by the Chief of Service that such assign- 
ment was equivalent in graduate training opportunities and 
patient responsibilities to that of an approved residency in 
internal medicine or the sub-specialties recognized by this 
Board, This certification must be presented before application 
is filed. 

4. Alternate Training Plans: The Board firmly believes that 
the plan of intensive training prescribed above offers the best 
opportunity for a young physician to prepare himself to meet 
his responsibilities as a specialist in internal medicine. It is 
recognized, however, that capable individuals may accomplish 
the same result in a longer period of time during which the 
training is less intensive. The Board realizes that a number of 
medical graduates cannot follow the shorter and more desira- 
ble plan either because suitable residencies are not available, 
or in some instances because of personal and economic reasons. 
Accordingly the Board has modified its previous regulations 
governing eligibility for admission to examination. In doing so 
the Board has not modified its standards of examination, It 
has liberalized its eligibility requirements for admission to 
examination by accepting half-time formal training, and the 
practice of internal medicine under circumstances favorable 
as to professional and hospital contacts, in lieu of part of the 
full-time requirements. It is hoped that by this means excep- 
tional individuals may acquire a knowledge of medicine and 
experience in its application sufficient to qualify for examina- 
tion. 

The program previously described (Plan A), which consists 
of three years of formal training in an approved residency or 
its equivalent, following internship, and followed by two addi- 
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tional years in the practice of internal medicine, is recom- 
mended by the Board. Variations in this program are now 
subject to the following regulations. 

(a) In all instances, one year of approved internship and 
one year of approved residency will be required, except as 
indicated under Plan “G.” The graduate training credit of one 
year heretofore granted as a result of active duty as a com- 
missioned officer in the Armed Forces during the period 
beginning December 7, 1941, and ending January 1, 1947, and 
during the Korean emergency beginning June 1, 1950, and 
ending July 1, 1954, may not be applied in satisfaction of the 
one year of approved residency referred to in Plans D, E. F, 
unless the candidate’s assignment is considered by the Board 
to have been equivalent to an approved residency. 

(b) Following one year of internship and two years of 
approved residency, the remaining requirements may be 
satisfied by: 

(Plan B) That is, by two years of half-time formal training 
— by two years of practice limited to internal medicine, 
or by 
(Plan C) That is, by five years of practice limited to internal 
medicine. 

(c) Following one year of internship and one year of ap- 
proved residency, the remaining requirements may be satisfied 


(Plan D)*® That is, by four years of half-time formal training 
followed by two years of practice limited to internal medicine, 
or by, 

(Plan E)*® That is, by two years of half-time formal training 
followed by five years of practice limited to internal medicine, 
or by 

(Plan F ) That is, by eight years of practice limited to internal 
medicine. 

(d) (Plan G) Physicians who have practiced internal medi- 
cine for twelve years following an approved internship may 
qualify for the examinations without further training. 

(e) (Plan H) In order to liberalize the opportunity for ade- 
quate training in terms of the requirements of this Board, a 
special plan (Plan H) has been designed for those men who 
have been specially selected for a career in academic medicine. 
This plan is as follows: 

“Admission to the written examination will be granted to a 
candidate affiliated with a Class A medical school in the United 
States or Canada who is recommended by the Head of the 
Department of Medicine of the Medical School as being ade- 
quately trained in Internal Medicine, provided the candidate 
has had at least five years of training following an approved 
internship. This training must have included direct responsi- 
bility for patient care in the broad field of internal medicine. 
This plan is designed for men who contemplate a career in 
academic medicine.” 

It will be the responsibility of Heads of Departments of 
Medicine to affirm to the American Board of Internal Medicine 
that the candidate is qualified for admission to examination 
after a minimum of five years of training. It may well be that 
the Head of the Department will require additional years of 
training beyond the minimum before stating the qualifications 
of the candidate to the Board. A candidate thus recommended 
under the foregoing provisions will be examined by the Board 
in the broad field of internal medicine. 

If, during the period of training under Plan H, the candidate 
decides to qualify under one of the other plans of the Board 
(A to G) credit will be granted on the basis of the require- 
ments of Plans A to G. 

Half-time formal training under expanded plans B, D and E 
is defined as follows: 

1. Half-time® as an instructor in clinical medicine in a recog- 
nized medical school in the United States or Canada. 

2. Half-time*® in a research fellowship sponsored by a recog- 
nized medical school in the United States or Canada, 

3. Half-time® as a graduate student in an approved medical 
school in the United States or Canada. 

5. Practice Requirements: A period of not less than two 
years (to be completed by the time of the first written exami- 
nation) of adequate clinical experience in the practice of in- 
ternal medicine. This requirement may be satisfied by inde- 
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pendent practice or in association with a recognized internist 
following completion of formal training. If teaching or research 
assignments are broad enough to merit practice credit, please 
ask Chief of Service or Chairman of the Department of Medi- 
cine to certify that assignments are equivalent to the practice of 
medicine as it is commonly known. Adequate experience in the 
care of clinical patients would include full responsibility for 
in-patients as well as out-patients. The certification referred to 
should accompany application. 

6. Graduates of Foreign Medical Schools: All candidates who 
are graduates of foreign medical schools must meet the follow- 
ing requirements as a minimum: 

(a) The physician must be a citizen of the United States. 

(b) The physician must furnish proof in the form, and to the 
extent deemed adequate by the Board that he (or she) has 
graduated from a medical school after completing a four year 
full time course in medicine. 

(c) The physician must have a license to practice in one or 
more states of the United States, and have been in active prac- 
tice confined to Internal Medicine within the state of legal 
residence for at least two years. 

(d) Graduates of foreign medical schools prior to 1930 may 
qualify under the alternate plans of the Board the same as 
graduates of approved medical schools in the United States. 

(e) Graduates of foreign schools in 1930 and_ thereafter 
must, in addition to all other requirements, satisfy the require- 
ments of one year of approved internship, and three years of 
approved residency or fellowship in the United States, followed 
by at least two years of practice limited to the field of Internal 
Medicine in the United States. If, however, their school of 
graduation is “recognized” by the Council on Medical Education 
and Hospitals of the American Medical Association, graduates 
of Foreign Schools may qualify under the various plans of the 
Board the same as graduates of approved Medical Schools in 
the United States. 

7. Candidates Graduating Prior to 1937: Candidates graduat- 
ing from approved medical schools in the United States or 
Canada prior to 1937 may qualify for admission to examination 
provided their practice has been limited to internal medicine 
for at least two years prior to application and provided they are 
identified as internists by their colleagues in their community. 

8. Preceptor Training: Preceptor type training is not recog- 
nized in satisfaction of any part of the three year requirement 
of formal graduate training. 

9. Credit For Service In The Medical Corps of the Armed 
Forces Of The United States and Canada. 

(a) Active duty as a commissioned officer in the Medical 
Corps prior to January 1, 1947, may be applied as one year of 
residency credit or one year of practice credit, regardless of 
assignment. Service beyond one year may only be applied as 
practice credit on Certification of former Chiefs of Service that 
assignments were in the field of Internal Medicine on a full time 
basis in the care of clinical patients largely on one’s own re- 
sponsibility. 

(b) Active duty as a commissioned officer in the Medical 
Corps from January 1, 1947, to June 1, 1950, may be applied 
as practice only. Certification of former Chiefs of Service (as 
referred to in Paragraph A) should accompany application. 

(c) Active duty as a commissioned officer in the Medical 
Corps for period June 1, 1950, to July 1, 1954, may be applied 
as one year of residency credit or one year of practice credit 
regardless of assignment. Service beyond one year may be 
applied as practice credit only on the Certification of former 
Chiefs of Service as referred to in Paragraph A. 

(d) Active duty as a commissioned officer in the Medical 
Corps after July 1, 1954, may be applied as practice credit only. 
Certification of Chiefs of Service as referred to in Paragraph 
(a) should accompany application. 

(e) Residency credit automatically granted for active serv- 
ice in the Medical Corps of the Armed Forces was discontinued 
as of July 1, 1954. 


*Half-time formal training is regarded as four hours per day 
for six days per week. It is required that half-time formal 
training be verified by the head of the department. Verification 
must accompany application, 
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10. Graduates of The Chicago Medical School, prior to ap- 
proval by the Council on Medical Education and Hospitals of 
the American Medical Association, and graduates of the Middle- 
sex School of Medicine, who received their degree in medicine 
prior to January 1, 1951, and who have fulfilled all of the re- 
quirements set forth in Section 2 (Requirements for admission 
to Examination and Certification), and an approved residency 
or fellowship of three years duration (Plan A) and followed 
by two years of practice in Internal Medicine may apply, and 
at the discretion of the Executive Committee or of the Board 
may be admitted to examination. 


PRINCIPLES OF TRAINING 


The American Board of Internal Medicine is interested in 
the fact that the candidate has embarked on a career of study 
voluntarily and has thereby expressed the desire to excel and 
to participate personally in the world’s progress in Medicine. 

Preparation must be based on years of continuous thoughtful 
study. Therefore, in suggesting a program for those who wish 
advice, the Board hopes to assist the candidates to avoid in- 
ferior and superficial programs which may lead to failure and 
disappointment in later years. 

The Board believes that all internists should have a sound 
fundamental knowledge of Anatomy, Bacteriology, Biochemistry, 
Pathology, Pharmacology, and Physiology. Such knowledge is 
essential to the continued progress of any internist. The Board 
anticipates that adequate training will be obtained in the basic 
sciences as applied to internal medicine during a formal three 
year residency program. 

he Board wishes to emphasize that time and training are 
but a means to the end of acquiring a broad knowledge of 
internal medicine which the candidate must demonstrate to 
the Board in order to justify it in certifying that he is compe- 
tent to practice internal medicine as a specialty. The responsi- 
bility of acquiring the knowledge rests with the candidate. The 
responsibility of maintaining the standards of knowledge re- 
quired for certification rests with the Board. 


APPLICATION 


Candidates for examination must make their application on 
a prescribed form which may be obtained from the office of 
the Executive Secretary-Treasurer, 

The application must contain a record of the candidate's 
premedical and medical training as well as of internships, resi- 
dencies, graduate study, hospital or dispensary staff appoint- 
ments, teaching positions, service in the armed forces, member- 
ship in medical societies, medical papers published, and the 
names of four well known internists to whom the Board may 
write for professional and character reference. 

The application must be accompanied by one recent, signed 
photograph of the candidate mounted on the application, and 
the registration and examination fee of Forty ($40.00) Dollars 
to cover the written examination, of which Twenty-five ($25.00 ) 
Dollars will be refunded if the application is disapproved. 
Upon application for admission to the oral examination, an 
additional fee of Fifty ($50.00) Dollars will be required. 
Upon notification of certification by the Board, a further fee 
of Ten ($10.00) Dollars to cover cost of certification, will be 
required. 

Applications must be filed by May Ist of the year concerned 
and all requirements must be satisfied by October Ist of the 
year concerned. 

The requirements of graduate training followed by two years 
of practice in the field of internal medicine must be satisfied 
before a candidate is eligible for admission to examination. 

If three or more years elapse before a candidate completes 
his certification, the Board will require the candidate to file a 
new application. 


METHOD OF EXAMINATION—WRITTEN AND ORAL 


1. The examinations for certification by the Board comprise 
two parts: Part I is written; Part II is clinical and is an oral 
examination. The written examination is held simultaneously 
in different sections of the United States, Canada, and outside 
continental limits of the United States wherever eligible can- 
didates are located. Only one written examination will be given 
each year. This examination will be held on the third Monday 


V 16 
195 


Vol. 165, No. 5 


in October. This examination is divided into a morning and 
afternoon period for each of which three hours are allowed. 
The questions are of the multiple choice type, framed in such 
manner as the Board elects, and designed to test the candidate’s 
basic clinical acumen and his knowledge of applied physiology, 
anatomy, physiological chemistry, pathology, bacteriology, and 
pharmacology as related to internal medicine. 

2. Candidates must pass the written examination before ad- 
mission to the oral examination will be authorized. Oral ex- 
aminations are held near the time and place of the annual 
meetings of the American Medical Association and the Amer- 
ican College of Physicians and at such other times and places 
as the Board may designate. Announcements of all oral exam- 
inations will appear in the Annals of Internal Medicine and 
THE JourNnat of the American Medical Association. Applica- 
tions cannot be accepted until the schedule is announced in 
the publications referred to and cannot be accepted after the 
closing date as announced. 

3. The oral examination will be conducted under the direct 
supervision of the Board. It will be given by members of the 
Board of Internal Medicine with the assistance of such Guest 
Examiners as may be selected. Oral examinations are conducted 
at the bedside of each of two patients previously assigned to 
each candidate. Forty-five minutes will be allowed for the 
examination of each of the patients before the candidate is 
examined orally. Candidates will be expected to present in a 
concise, orderly fashion pertinent facts in history and diagnosis. 
Demonstration of important physical findings will be requested 
by the examiner. During the oral examination, questions will 
be asked concerning diagnostic and therapeutic procedures 
related to the problems under discussion and to any other 
aspects of Internal Medicine. Conciseness and clarity of state- 
ments as well as evidence of clinical maturity will be searched 
for, in addition to factual knowledge. Furthermore, the candi- 
date should be prepared to demonstrate his ability to interpret 
objective demonstrations of roentgenologic, pathologic, hema- 
tologic, electrocardiographic and other abnormalities. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY 


A. WALKER, Chairman, Baltimore 

Epcar F, Fincuer, Vice-Chairman, Atlanta, Ga. 

Georce S. Baker, Rochester, Minn. 

E. JerrFeRSON Browpenr, Brooklyn, N. Y. 

V. Cone, Montreal, Canada 

Dean H. Ecuots, New Orleans 

FRANC INGRAHAM, Boston 

Epcar A. Kaun, Ann Arbor, Mich. 

FRANK MAYFIELD, Cincinnati 

WituiaM T. Peyron, Minneapolis 

Joun Raar, Portland, Ore. 

Leonarp T. Furtow, Secretary-Treasurer, 600 S. Kingshigh- 
way, St. Louis 10, Mo. 


GENERAL QUALIFICATIONS 


1. Moral and ethical standing in the profession satisfactory 
to the board of directors. 

2. It shall be discretionary with the board to accept for 
examination candidates who have been in practice more than 
six years but whose formal training fails to meet the full re- 
quirements. 

3. Properly qualified candidates who are permanent resi- 
dents in and citizens of other countries and are legally qualified 
to practice medicine there, and who have received their train- 
ing in neurological surgery in the United States of America 
or Canada may apply for certification by the American Board 
of Neurological Surgery. 

4. A special certificate may be issued to foreign (not United 
States of America or Canadian citizens) candidates who have 
received their training in neurological surgery in the United 
States of America or Canada and who are returning to their 
own country at the end of their training period, upon passing 
successfully the regular examinations of this board, without 
completion of the requirement of two years in the practice of 
neurological surgery. This special certificate shall be appro- 
priately identified to distinguish it from the regular certificate 


of this board. 
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PRELIMINARY PROEESSIONAL STANDING 


1. Graduation from a medical school that is acceptable to 
the American Board of Neurological Surgery. 

2. Completion of a surgical internship of not less than one 
year in a hospital acceptable to the board, or its equivalent 
in the opinion of the board. (A one year rotating internship 
does not satisfy this requirement. ) 


SPECIAL TRAINING 


A period of graduate study of not less than four years 
beyond the year of general surgical training in an approved 
hospital, or in a recognized graduate school of medicine ac- 
ceptable to the American Board of Neurological Surgery, Of 
this training period, at least 30 months must be devoted to 
clinical neurological surgery. The training in clinical neuro- 
logical surgery must be progressive and not obtained during 
repeated short periods in a number of institutions. It is prefer- 
able that at least two years of this training be had in one 
institution, and the board will not ordinarily approve periods 
of training in clinical neurological surgery of less than one year. 

Furthermore the candidate must prepare himself to pass a 
board examination in genera] surgery, organic neurology, neuro- 
pathology, neuro-anatomy, neuro-physiology, neuro-ophthalmol- 
ogy, and neuro-radiology. 

An additional period of not less than two years of satisfactory 
independent practice of neurological surgery. 

The above represent only the minimum requirements of 
eligibility for examination for certification by the board. 


APPLICATIONS 


An application on the official application blank in order to 
be considered at any meeting, must be in the hands of the 
secretary-treasurer of the board not less than six months be- 
fore the date of such meeting. 


PAYMENT OF FEES 


The fee for certification shall be $100. 

The candidate for examination on filing his application shall 
accompany it with an application fee of $25. When notified 
by the secretary-treasurer that he is eligible for examination 
he shall send the examination fee of $75 to the secretary- 
treasurer at least two weeks before the date of the examination. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


F. Bayarp Carter, President, Durham, N. C. 
Ropert A. Kimproucu Jr., Vice-President, Philadelphia 
Herpert E, Scumirz, Vice-President, Chicago 
Water T. DANNREUTHER, New York 
Danie G. Morton, Los Angeles 
Joun L. Parks, Washington, D. C. 
Conrap G, New Orleans 
R. Gorpon Douc.ias, New York 
P. Huser, Indianapolis 
Curtis J. Lunp, Rochester, N. Y. 
Rosertr L, FAULKNER, Secretary-Treasurer, 
2105 Adelbert Rd., Cleveland 6, Ohio 
LAWRENCE M, RANDALL, Assistant Secretary, 
Rochester, Minn. 
REQUIREMENTS 


Each applicant, before he may become eligible to apply for 
examination, must establish the following facts: 

1. The possession of the degree of Doctor of Medicine from 
an institution of learning approved by the Council on Medical 
Education and Hospitals of the American Medical Association, 

2. That he is a physician of high ethical and professional 
standing duly licensed to practice medicine in the United 
States or Canada and is a member of a County or District 
Medical Society. 

3. The completion of at least one year of intern service in a 
hospital approved by the Council on Medical Education and 
Hospitals of the American Medical Association. The Board 
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accepts the fifth or “intern” medical year required by some 
schools in lieu of the usual fifth or intern year of clinical train- 
ing following graduation. 

4. The completion of seven years of training and practice 
after the first intern year to include at least three years of resi- 
dency training in clinical obstetrics-gynecology in approv 
institutions. Approved preceptorship training may be substi- 
tuted in part for residency training. 

5. Following completion of acceptable training, two years 
of post-training practice, limited to the specialty, are required 
before application for examination can be made. Post-training 
practice may include practice within the specialty as an as- 
sistant or associate or independent practice. Periods of resi- 
dency in obstetrics-gynecology in excess of the required three 
years will not be accepted as a substitute for any part of the 
two required years of post-training practice except in the cases 
of men advancing from the residency training into and planning 
to remain in full time faculty positions in medical schools and 
their affiliated hospitals. 

6. That he is limiting his practice to obstetrics and/or gyne- 
cology and intends to continue to do so, except for possible 
military duty. 

7. The Board conformed with the general acceleration in 
programs in medical education in that it will accept a period 
of nine “accelerated” months as an academic year in satisfying 
our requirements for each of three years of residency training. 
Such allowances can be made only for services during the 
war-time period of the official “accelerated program” and are 
not made for services before 1943 or after the discontinuance 
of this acceleration in 1946. 

8. Applicants who have been certified by one of the other 
American specialty examining boards will not be eligible for 
certification by this Board until they have relinquished the 
certificate previously conferred, except upon special action to 
the contrary taken by the American Board of Obstetrics and 
Gynecology. 

9. The Board has ruled that physicians who accept male 
patients in their private or other practice, for operative or 
other care, cannot be regarded as specialists in obstetrics and 
gynecology, except by special ruling when this is related to 
active military duty. 

10. This Board deprecates engagement in fields of practice 
other than that in which candidates profess to be specialists. 
The sole exception to this provision is that it is permissible for 
candidates and diplomates of the American Board of Obstetrics 
and Gynecology to participate in emergency care. 

11. This Board will not accept applicants for examination 
who are not full citizens of the United States or of Canada. 
Foreign born applicants must have been certified by either 
the National Board of Medical Examiners or licensed to prac- 
tice medicine in the United States or Canada by a State or 
Provincial Board of Licensure. Notarized statements, not orig- 
inal citizenship papers, must be furnished when the application 
is filed attesting to the fact of full citizenship in the United 
States or Canada, if the applicant is foreign born. Further, 
there will be required a probationary period of at least three 
(3) years from the date of licensure in the practice of medicine 
in these countries before such a candidate may be admitted 
examination. 


SPECIAL CREDITS AND RULINGS 


1. Physicians otherwise qualified, who are graduated before 
January 1, 1939, and whose required training was in obstetrics 
or gynecology alone, and who have confined their practice to 
obstetrics or gynecology for at least five (5) years immediately 
prior to application may be accepted for examination as can- 
didates for certification in either obstetrics or gynecology. In 
all other respects requirements for eligibility remain the same 
as for those physicians graduated since 1939. At least a funda- 
mental knowledge of both obstetrics and gynecology is essen- 
tial regardless of whether a candidate’s practice is limited to 
one or the other branch. 

2. Basic science training should emphasize the relation of 
anatomy, pathology, physiology, biochemistry, and bacteriology, 
to the application of surgical principles which are fundamental 
in all branches of surgery. More especially for this specialty 
there should be training in infertility, endocrinology, oncology, 
irradiation therapy, electrotherapy, psychosomatic medicine 
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and other nonoperative methods of diagnosis and treatment. 
In addition, the candidate must understand and be trained in 
the care of emergencies, shock, hemorrhage, blood replacement, 
electrolyte and fluid balance, protein and nitrogen balance, 
choice of anesthetics, chemotherapy, acidosis and alkalosis, 
narcotics and hypnotics, wound healing, etc. 

3. After July 1, 1958, this Board will not allow credit within 
the three years required training period for separately organized 
basic science courses which remove the candidate from clinical 
training in obstetrics and/or gynecology. 

4. Training in abdominal surgery, in addition to the re- 
quired three (3) years of training in clinical obstetrics and 
gynecology, is desirable and may be included in the total mini- 
mal seven (7) years required after the intern year. 

5. Applicants on service in obstetrics-gynecology under or- 
ders in hospitals of the Army, Navy, Air Force and Public 
Health Service will receive residency training credit if such 
hospitals are officially approved for training in this specialty. 

When the hospital is not approved, preceptorship training 
credit may be allowed if the service is supervised by a Diplo- 
mate of this Board or an otherwise qualified obstetrician and 
gynecologist. If such training credit is desired, candidates must 
comply with the regulation governing preceptorships. In addi- 
tion, the Medical Officers Professional Training Record should 
be completed and attested while in military service. 

Credit toward the required two years of post-training prac- 
tice, limited to this specialty, will not be allowed for service 
in the Armed Forces except in the case of regular medical 
officers who have completed the training requirements. 


APPLICATION AND FEES 


Application must be made on a special blank which will be 
furnished by the Secretary’s Office and must be forwarded with 
the other required credentials and the application fee to the 
Secretary's Office not later than September 1, of each year. 

All candidates must comply with Board regulations in effect 
for the year in which the examination is taken, regardless of 
when the original application was filed. 

Candidates applying for admission to the examinations for 
certification are required to submit with their application, an 
unbound typewritten list on 8% by 11 paper of all patients 
admitted to the hospitals where they practice, for the year 
preceding their application or the year prior to their request 
for reopening of their application, with the age, parity, diagnosis, 
pathological diagnosis, nature of treatment, and end result. 

The list should be certified by the hospital librarian, ad- 
ministrator or superintendent. 

The application fee is $25.00 and is not returnable. 

The examination fee is $100.00 and is payable when the 
candidate is notified of acceptance for examination. This fee 
is not returnable after the candidate has been officially ac- 
cepted by the Credentials Committee and _ notified to report 
for examination. 

EXAMINATIONS 


Part I examinations are scheduled annually for early in Janu- 
ary. Arrangements will be made for candidates to report in 
any convenient city where there may be a Diplomate of this 
Board to conduct or to supervise the written examination which 
will be sent out from the Board’s office under sealed cover. 

Special arrangement will be made through senior officers for 
conducting the written portion of the Part I examination for 
men in military service. Such candidates are requested to keep 
the Secretary’s office informed at all times of changes in their 
mailing addresses. 

All applicants accepted for examination will be required to 
obtain a passing grade in both the written examination and a 
review of case reports (Part 1), before becoming eligible for 
the oral-clinical and pathology examinations (Part Il). The 
passing grade for the written examination and case reports is 
75 per cent. A candidate whose grade in either or both falls 
below 75 per cent is conditioned. Reexamination for the re- 
moval of conditions in Part I may be taken after one year 
but within three years after the first failure, without payment 
of an additional fee. 

Candidates who successfully complete the Part I examination 
proceed automatically to the Part II examination held later in 
the year. 
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Part I 


Examination consists of: 

1. A comprehensive written examination, conducted annually, 
including questions on both obstetrics and gynecology and 
related basic sciences. The written examination will be limited 
to a maximum period of three hours. 

2. The evaluation of twenty (20) important obstetrical and 
gynecological case reports in condensed form. Five (5) of the 
twenty (20) cases may concern major illnesses not necessarily 
operative. These reports must include a variety of material 
rather than a number of reports of one type. Case reports from 
one’s residency service shall not be more than five (5) in 
number. 


CASE REPORTS 


In the case of candidates applying for unilateral certifica- 
tion, case reports must pertain to the branch for which appli- 
cation is made. 

Men holding full-time medical school faculty appointments 
may submit the remainder of their case records from this full- 
time, non-private practice, but post-training service. The can- 
didate should prepare and maintain in his possession a carbon 
copy of his case records in case of possible loss in shipping. 

Evidence of adequate follow-up examination pertinent to 
each individual case must be submitted. 

The candidate should submit separate verified index lists, 
in duplicate, for each individual hospital at which operations 
were performed. All of these must be formally signed by the 
responsible hospital official (preferably the hospital superin- 
tendent), attesting in each instance that the candidate was 
the operator. 


Part Il 


The oral-clinical and pathology examinations given all can- 
didates are conducted by the entire Board and the associate 
examiners. Advance announcements of examination dates and 
place will be made in medical journals throughout the country. 

Examination consists of: 

1. Oral examination before three or more examiners. An 
endeavor is made to adapt the details of the oral examination 
to each candidate’s experience and practice. The examination 
is particularly directed to ascertain his familiarity with recent 
obstetrical and gynecological literature, the related basic sci- 
ences, the breadth of his clinical experience, and his general 
qualifications as a specialist in obstetrics and gynecology. 

2. Pathology examination. The candidate is expected to 
identify and to discuss pathologic specimens and microscopic 
sections. 

Examiners report orally upon each candidate to the assem- 
bled Board, after which the results of their investigations are 
considered jointly by the entire Board and associate examiners. 
After a general consideration of the details of the candidate’s 
oral and pathology examinations, including a review of his 
capability and general adaptability, the candidate is passed 
or failed by the entire Board of Directors. 

The final action of the Board is based upon the candidate's 
ethical and professional record, training and attainments, as 
well as on the results of his formal examination. 


GRADUATE TRAINING RESIDENCIES 


This Board, through the Council on Medical Education and 
Hospitals of the American Medical Association, has approved 
institutions providing acceptable residencies in obstetrics and 
gynecology. 

The American Board of Obstetrics and Gynecology has 
established the following requirements for its approval of a 
residency in a hospital department or service: 

1. It is most desirable that the Chief of Service of the 
Department be certified by the Board, in the interests of the 
proper teaching of the specialty of obstetrics and gynecology. 
In lieu of such certification the Board will approve of indi- 
viduals of recognized high professional standing in the spe- 
cialty. At least one additional senior member of the staff 
should be similarly qualified. 

2. Exceptions to the foregoing, in respect to the certified 
status of Chiefs of Service and others as outlined above, can 
be made by assent of the Committee on Residency Training, 
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for adequate and justifiable reasons. As examples of the latter, 
the degree of F.A.C.S. in obstetrics-gynecology may be ac- 
cepted in lieu of one of the two required certifications if the 
general reputation of the person concerned is known to the 
Committee as national or sectional in scope, or a professorial 
rank without certification might be acceptable. 

3. In instances where the services of obstetrics-gynecology 
are not combined but are separate in any given hospital, the 
Chief of each such service seeking approval and at least one 
of his subordinates must be certified or otherwise qualified as 
outlined above, If obstetrics and gynecology are not combined 
in one department, approval can be granted only if arrange- 
ments are made for some degree of rotation of residents be- 
tween both services, provided both services are separately 
approved. 

4. If gynecology is classified in the given hospital as a sub- 
division or subservice of general surgery, approval cannot be 
granted for residency training in gynecology. Exceptions have 
been made if the subdivision of Gynecology is headed and 
staffed by a Chief and at least one other certified by this 
Board or otherwise qualified as specialists in obstetrics-gyne- 
cology, as specified above, thus ensuring an acceptable edu- 
cational program in obstetrics-gynecology. 

5. Departments holding official approvals for residency train- 
ing are cautioned that their totals of residents appointed must 
be kept to the number specified in the American Medical Asso- 
ciation—American Board approval notification, Dilution of train- 
ing facilities by unauthorized appointment of residents in 
excess of these numbers may be cause for reinspection and 
changes in approval status of such hospitals and their special 
services. 

6. For further details of requirements and qualifications for 
approval for residency training, hospital officials should refer 
to the latest special issues of THe JourNaL of the American 
Medical Association as they appear during each year, dealing 
with these subjects, or should apply to the Council on Medical 
Education and Hospitals of the American Medical Association 
for bulletins entitled Essentials of Approved Residencies and 
Fellowships. 

7. Application for residency approval must be made in 
triplicate on special forms provided for this purpose. These 
forms may be obtained from the Secretary of the Council on 
Medical Education and Hospitals of the American Medical 
Association, All statements amplifying an application should 
also be made in triplicate. The hospital should keep a dupli- 
cate of all papers. 

8. The formal application, with all papers, for residency 
training approval should be submitted primarily to the Council 
on Medical Education and Hospitals of the American Medical 
Association, 535 North Dearborn Street, Chicago 10, Illinois. 
Action is taken jointly by the Council and this Board after 
survey by the Council. 

9. Approvals are granted according to adequacy of the 
training program and teaching facilities of various institutions 
on the following several bases: (a) one-year approval in ob- 
stetrics and gynecology (combined) or one-year approval in 
obstetrics and/or in gynecology (separate), correlated basic 
science instruction being an essential part of the first year; 
(b) two-year approval in obstetrics and gynecology (com- 
bined) or two-year approval in ubstetrics and/or in gynecology 
(separate), provided there is opportunity in the latter instances 
for some degree of rotation between the two services as well 
as laboratory instruction in basic sciences; (c) three-year ap- 
proval in obstetrics and gynecology (combined) or in obstet- 
rics or in gynecology, provided there is opportunity for one 
to one and one-half years’ service in the branch of the spe- 
cialty opposite to that in which the candidate holds appoint- 
ment, as well as laboratory instruction in the basic sciences 
of both branches. 

Exchange residencies within the specialty between approved 
institutions are acceptable and to be encouraged. Many authori- 
ties believe that training in more than one institution is broad- 
ening to the candidate. “Farming out” to unapproved institu- 
tions or services is not acceptable unless the work of such 
services is directly and carefully supervised by the Chiefs of 
the service in the approved hospital under which the man is 
actively appointed and working. This should be attested by 
such Chiefs. 
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Exchange residencies into other specialties cannot be per- 
mitted to subtract from the minimal required three (3) years 
of training divided between obstetrics-gynecology. 

Two (2) years of post-training practice limited to the spe- 
cialty is necessary before a candidate may apply for examina- 
tion. 

This Board has no objection to residency services being 
arranged by hospitals for periods longer than three (3) years, 
unless this dilutes the candidate’s clinical training opportunities 
too much during the first three (3) years. However, the Board 
does not accept a fourth year, or more, of residency training 
as a substitute for any part of the required two (2) years of 
post-training practice. 

The importance of post-training practice in the specialty is 
emphasized as an opportunity for maturing of the candidate 
and for colleague appraisal of a man’s ability when working 
on his own responsibility in his chosen community. 

Exception to this ruling may be made for men advancing 
from their training into and planning to remain in full-time 
teaching positions. These men then must complete at least 
two (2) years in such positions. Consequently the only insti- 
tutions in which men may work as fourth and fifth-year resi- 
dents and obtain credit for this time as “post-training practice” 
are those directly affiliated with approved schools of medicine 
as teaching hospitals for undergraduate instruction. These “full- 
time” men must hold faculty appointments, must have teaching 
duties with undergraduate students, must be given independent 
authority more than that of residents, and must make a declara- 
tion of intention to remain in full-time teaching work. 

10. Any physician formally obligating himself to serve a 
residency in a Council on Medical Education and Hospitals of 
the American Medical Association—American Board of Obstet- 
rics and Gynecology approved hospital and thereby eliminating 
other possible candidates from the position, who breaks his 
contract without justifiable cause, either before beginning his 
service or during his period of service, except by mutual con- 
sent and agreement between the candidate and the hospital, 
may be barred from the examinations for certification at the 
discretion of the Board. 

Ll. It should be recalled by all concerned that credits for 
graduate training may be obtainable in certain instances for 
residency or assistantship service in hospitals not officially 
approved for residency training. Each such case must be in- 
dividually considered, and credits will be largely dependent 
upon the teaching qualifications of those in charge of the 
service, and the clinical facilities of the hospital in question. 


PRECEPTORSHIP TRAINING 


After July 1, 1958, the initiation of Preceptorship Training 
must be preceded by two (2) years of formal training in an 
institution approved for residencies in obstetrics and/or gyne- 
cology. Candidates who propose Preceptorship Training must 
notify the Secretary of the Board of such intent and request 
an application form. When this has been completed, signed 
by the Preceptor and Preceptee and returned to the Secretary, 
it will be submitted (as has long been true of Residency Train- 
ing Programs) to the Residency Training Committee of the 
Board for their decision. 

If the program is approved the Preceptor must supervise 
closely the candidate’s work and keep an informative record 
of the candidate’s performance. The Preceptor and the Pre- 
ceptee shall report in writing to the Secretary of the Board 
at the end of each six months of Preceptorship, outlining the 
progress of the training program. This information will be 
placed in the candidate’s application for admission to exam- 
ination in order that it may be evaluated by the Credentials 
Committee. 

As a general rule each year of Preceptor Training will re- 
ceive a six month’s credit toward the total of three years of 
training necessary for admission to examination. As is the case 
with candidates whose training has been entirely by formal 
residency, each application will be evaluated finally by the 
Credentials Committee. 

An acceptable Preceptor preferably shall be one certified 
by the American Board of Obstetrics and Gynecology and 
must have been certified for a minimum of five years. Fellow- 
ship in the American College of Surgeons or long experience 
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and established reputation as an obstet logist with- 
out either of the above qualifications may the 
Preceptor and Preceptee must work in a hospital approved 
by the Joint Commission on Accreditation of Hospitals. 
The post-training practice requirement cannot be carried on 
concurrently with Preceptorship Training. 
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Bruce Chairman, Ann Arbor, Mich. 

Gorpon M. Bruce, Vice-Chairman, New York 

\Merrity J. Kinc, Secretary-Treasurer, Rockland, Maine 

Francis H. Apter, Philadelphia 

James H. ALLEN, New Orleans 

ALSON E. Bracey, lowa City 

Paut A. CHANDLER, Boston 

J, Hocan, San Francisco 

H. Joy, Syracuse, N. Y. 

Joun MeGavic, Bryn Mawr, Pa. 

C. Rucker, Rochester, Minn. 

KENNETH C, Swan, Portland, Ore. 

\liss Lea M. Sreczer, Registrar, 56 Ivie Rd., 
Cape Cottage, Maine 


PREREQUISITES 


1. High ethical and professional standing. 

2. Full citizenship in the country where the candidate prac- 
tices. (Limited to countries of North and South America, their 
possessions and territories, and the Philippine Republic. ) 

3. A degree from a medical school of high standing, satis- 
factory to the board and approved by the Council on Medical 
Education and Hospitals of the American Medical Association. 
An applicant whose training has been received outside of the 
United States and Canada must present credentials satisfactory 
to the board and is required to have the certificate of the 
National Board of Medical Examiners if he has been in prac- 
tice less than 10 years. 

4. Completion of an internship of not less than one year in 
a hospital approved by the same Council. 

5. Completion, by the time of the written qualifying test, 
of not less than 36 months (a total of 60 months is required 
of candidates practicing both ophthalmology and_ otolaryn- 
gology) of combined study, training, and practice of ophthal- 
mology in approved medical schools, hospitals, clinics, dispen- 
saries, laboratories, preceptorships, and private practice. 

6. Effective January 1, 1957: 

(a) Licensure in the state, province, or country where the 
candidate practices. 

(b) Individuals who have completed three years of formal 
ophthalmological training (residency and basic science courses ) 
will be eligible to apply for the written qualifying test after 
completion of one year of practice or of one year of institu- 
tional work. All other individuals (with less formal training ) 
will be eligible to apply for the written test after 60 months 
in ophthalmology or 72 months of combined ophthalmology 
and otolaryngology. A basic course is recognized as equivalent 
in time to residency training. 


GENERAL REQUIREMENTS FOR ALL CANDIDATES 


1. Application forms must be filled out completely and 
accurately, Letters of endorsement, together with any other 
required credentials, must be sent to the secretary's office be- 
fore the deadline date. 

Fee of $100 remitted with application. 

. A list of papers or books published. 

. Written qualifying test. 

. Practical examination. 

. Special review of ophthalmic surgery. 

. Licensure in the State, Province or country where the 
candidate practices. 


UD to 


FEES 


For original written test, $100.00, payable with application. 
For original clinical examination, $50.00, payable on suc- 
cessful completion of the written. 
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AMERICAN BOARD OF ORTHOPAEDIC SURGERY 


GeorceE J. Garceau, President, Indianapolis 

Cuarces J. FRANKEL, Vice-President, Charlottesville, Va. 

MATHER CLEVELAND, New York 

Epwin F. Cave, Boston 

WituiaM H., Bickec, Rochester, Minn. 

S. BENJAMIN Fow en, Nashville, Tenn. 

Georce W. N. Eccers, Galveston, Texas 

J. Vernon Luck, Los Angeles 

Sam W. Banks, Secretary-Treasurer, 116 S. Michigan Ave., 
Chicago 3, IIl. 


GENERAL ELIGIBILITY REQUIREMENTS 


1. Satisfactory moral and ethical standing in the profession. 

2. Graduation with a degree of doctor of medicine from a 
medical school of the United States or Canada recognized by 
the Council on Medical Education and Hospitals of the Amer- 
ican Medical Association, or graduation from a foreign school 
on the approved list of the aforementioned Council. 

3. Completion of an internship of not less than one year 
in a hospital approved at that time by the Council on Medical 
Education and Hospitals of the American Medical Association 
or, if trained in foreign countries, in institutions considered 
satisfactory by the American Board of Orthopaedic Surgery. 

4. Completion of one year of resident training in general 
surgery in a hospital approved by the Council on Medical Edu- 
cation and Hospitals of the American Medical Association or 
substitute training in general surgery considered satisfactory by 
the American Board of Orthopaedic Surgery. The minimum 
of one year of training in general surgery is in addition to 
the minimum of one year of internship. This requirement may 
be fulfilled by substituting a second year of internship, by time 
spent in research, by time spent on a service in which there 
is an overlap of interest with orthopaedic surgery, by a fourth 
year of approved orthopaedic resident training, or by surgical 
work in private or military life. 

5. Completion of formal requirements for part 1 or part 2 
examinations. These formal requirements can be satisfied only 
by resident orthopaedic training. 

Applicants may not be admitted to examinations, or be cer- 
tified, on the basis of extensive specialized practice and/or 
teaching appointments and/or many short unapproved courses. 

6. Restriction of practice to orthopaedic surgery. 


REQUIREMENTS FOR PART 1 EXAMINATIONS 


1. Completion of and compliance with aforementioned gen- 
eral eligibility requirements. 

2. Citizenship in the United States or Canada, or possession 
of citizenship papers showing intent to become a full citizen. 

3. Following completion of a year of internship, satisfactory 
completion of a minimum of one year of general surgical train- 
ing, or its substitute, plus (a) two years of approved training 
in orthopaedic surgery under a program of resident training. 

4. Evidence of competence in training. 

5. Approval for examination by the committee on eligibility 
of the American Board of Orthopaedic Surgery. 


REQUIREMENTS FOR PART 2 EXAMINATIONS 


1. Successful completion of part 1 examinations. 

2. Full citizenship in the United States or Canada, 

3. License to practice in the United States or Canada. 

4. Satisfactory completion of a minimum of three years of 
approved resident training in orthopaedic surgery, plus a mini- 
mum of two subsequent years of practice period. 

5. Evidence of competence in practice. 

6. Approval for examination by the committee on eligibility 
of the American Board of Orthopaedic Surgery. 


APPLICATION AND EXAMINATION FEE SCHEDULE 


1. Application for part 1, fee $15, not returnable. 

2. Examination, part 1, fee $35, payable only if approved for 
examination. Approved candidates failing to appear for sched- 
uled examinations forfeit fees. 

3. Application for part 2, fee $15, not returnable. 

4. Examination, part 2, fee $50, payable only if approved for 
examination, Approved candidates failing to appear for sched- 
uled examinations forfeit fees. 
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APPLICATIONS 


1. Applications for part 1 examinations must be received in 
the office of the secretary of the board before November 30 of 
the year preceding the examinations. 

2. Applications for part 2 examinations must be received in 
the office of the secretary of the board before August 15 of the 
year preceding the examinations. 

3. Notices of acceptance for admission to the part 1 examina- 
tions are mailed to eligible candidates during the month of 
February in the year of the examinations. 

4. Notices of acceptance for admission to part 2 examinations 
are mailed to eligible candidates during the month of Novem- 
ber in the year preceding the examinations. 

5. Questions of eligibility for examinations are decided by the 
committee on eligibility of the board. This committee meets 
twice yearly. The secretary is not empowered to rule on ques- 
tions of eligibility. 

6. The life of an application is three years. After this time a 
new application and application fee must be submitted. 


EXAMINATIONS 


1. Part 1 examinations are held once yearly, usually in April 
or May, in various centers in the United States. 

2. Part 2 examinations are held once yearly, usually in one 
center, immediately preceding the meeting of the American 
Academy of Orthopaedic Surgeons. 

3. The locations and dates of coming examinations are an- 
nounced in THE JouRNAL of the American Medical Association 
and the Journal of Bone and Joint Surgery. 


CERTIFICATION 


1. Applicants who successfully pass part 1 examinations will 
receive no certificate but will be notified by letter by the secre- 
tary. 

2. Applicants who successfully pass part 2 examinations re- 
ceive a certificate of the board, which states that they have 
been found qualified to practice the specialty of orthopaedic sur- 
gery in those fields in which they have been trained and exam- 
ined, 

3. Candidates obtaining certification without training and 
examination in children’s orthopaedic surgery may subsequently 
add certification in children’s orthopaedic surgery by completing 
a minimum of one year of approved resident orthopaedic training 
in children’s orthopaedic surgery and successtully passing exam- 
ination in that field. A practice period of one year is required 
following completion of resident training, prior to examination 
for additional certification. 


APPROVED RESIDENCIES 


l. In the United States, resident training must be taken in 
institutions approved for resident training in orthopaedic surgery 
by the Council on Medical Education and Hospitals of the 
American Medical Association, All approved institutions are 
listed yearly in the Internship and Residency Number of THe 
JournaL. Lists may be obtained from the American Medical 
Association and are not obtainable trom the board. 

2. The integral parts of approved residencies are designated 
in lists by the following symbols: A—adult orthopaedic surgery; 
C—children’s orthopaedic surgery; F—fracture surgery; and S— 
basic science training. Approved length of training in institu- 
tions is also designated. 

3. Candidates electing an additional year of training in adult 
orthopaedic surgery and fracture surgery in lieu of a year in 
children’s orthopaedic surgery may satisfy requirements by con- 
tinuing their training beyond the designated approved length of 
time in institutions appoved for adult orthopaedic surgery or 
adult orthopaedic surgery and fractures. 

4. Credit for resident training is not retroactive. Candidates 
must receive resident training in institutions during periods that 
such institutions are on the approved list. If candidates are in 
training at institutions at the time that such institutions become 
approved, resident training credit may be granted from the 
start of the training period provided that the program is judged 
to have been satisfactory. 
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5. Candidates in resident training, or possessing signed con- 
tracts for future resident training in institutions which become 
disapproved, either in whole or part, receive resident training 
credit for the entire period during which their contracts are in 
force. 

6. The term “fellow” is considered synonymous with “resi- 
dent” when the position occupied and the work performed is 
equal in all functions. Fellowships in institutions having resi- 
dents, in which training and responsibilities are not equal, are 
not credited as resident training. 

7. Institutions approved for resident training in orthopaedic 
surgery by the Council on Medical Education and Hospitals of 
ihe American Medical Association may, with prior acceptance 
by the American Board of Orthopaedic Surgery and _ notifica- 
tion to the Council, utilize the training tacilities of institutions 
not individually approved for resident training by the afore- 
mentioned Council, provided that: (a) the training supple- 
ments services in the same categories in which the institution 
responsible for training is approved by the Council, (b) the 
resident spends at least half of the minimum required time in 
each category of training in institutions approved by the Coun- 
cil. 

8. Foreign residencies must satisfy the American Board of 
Orthop iedic Surgery. 

9. Application for approval of the training facilities of any 
iustitution must be made to the Council on Medical Education 
and Hospitals of the American Medica] Association, and in- 
spection of such facilities is made by representatives of the 
Council. Final approval is a joint function of the Council and 
the American Board of Orthopaedic Surgery. 


REQUIREMENTS OF RESIDENT ORTHOPAEDIC TRAINING 


1. Institutions approved for full three year programs includ- 
ing all parts of the training requirements may integrate all parts 
so that they are given concurrently. 

2. Institutions now approved for less than three years of 
orthopaedic resident training should arrange with other ap- 
proved institutions to provide complete three year programs for 
all residents. 

3. The minimum requirements of resident orthopaedic training 
are as follows: (a) one year of training in adult orthopaedic 
surgery, (b) six months of training in the basic sciences, (c) 
six months of training in fracture surgery, and (d) one year of 
training im children’s orthopaedic surgery or, if elected, an addi- 
tional year of training in adult orthopaedic surgery and fracture 
training in place of training in children’s orthopaedic surgery. 

4. Candidates who elect an addiional year of training in 
adult orthopaedic and fracture surgery instead of a year in chil- 
dren's orthopaedic surgery may satisfy the requirements by tak- 
ing the additional year of training in adult orthopaedic surgery 
or six months of adult orthopaedic surgery and six months of 
fracture surgery, but may not take the entire year of training 
in fracture surgery. 

5. Training in adult and children’s orthopaedic surgery must 
include observation and firsthand experience in diagnosis treat- 
met, operative and postoperative care of orthopaedic problems. 

6. Training in fracture surgery must include observation and 
firsthand experience in diagnosis, treatment, operative and post- 
operative care of recent and old fraccuires. 

7. Training in the basic sciences must instill a sound knowl- 
edge of anatomy, pathology, physiology, bacteriology, and bio- 
chemistry as these basic sciences apply to orthopaedic surgery. 

8. Candidates may compiete the traming requirements by 
training in several approved institutions provided that all the 
aforementioned minimum requirements are satisfied on ap- 
proved services. 

9. No training period of less than six consecutive months in 
one institution may be credited toward resident training §re- 
quirements, except a few short courses on the board’s approved 
list and recognized supplementary services of approved insti- 
tutions. 

10. Candidates in resident training may not engage in pri- 
vate practice. 

11. Candidates in resident orthopaedic training must receive 
their training in institutions and may not receive credit for time 
spent assisting in private office practice. 
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SEQUENCE OF EXAMINATIONS AND PRACTICE REQUIREMENTS 


1. No person may take part 2 examinations until after suc- 
cessful completion of part 1 examinations. 

2. Successful completion of part 1 examinations in no way 
obligates the board to declare a candidate eligible for part 2 
examinations. 

3. Regardless of how extensive or prolonged a practice a 
candidate may have had prior to completing the training re- 
quirements, such time may not be credited toward practice re- 
quirements, All practice requirements must be satisfied subse- 
quent to completion of training requirements. 

4. Candidates may not be admitted to examinations on the 
basis of prolonged practice but must qualify on the basis of 
forma] training. 

PRACTICE REQUIREMENTS 


1. Candidates must maintain high ethical and_ professional 
standards. 

2. Candidates must strive to increase their scientific knowl- 
edge. 

3. Candidates must limit their practice to orthopaedic surgery. 

4. Candidates who have had no approved training i chil- 
dren’s orthopaedic surgery must confine their practice to frac- 
ture and adult orthopaedic surgery. 

5. Candidates trained in resident orthopaedic training are re- 
quired to complete a minimum of two years of orthopaedic prac- 
tice subsequent to the completion of their formal training be- 
fore becoming eligible for part 2 examinations. 

6. Candidates in private or institutional practice must spend 
a minimum of 14 months in one locality immediately prior to 
application in order that practice may be properly evaluated. 

7. Candidates employed full time in institutions may satisfy 
practice requirements by serving a minimum of two years, but 
minimum requirements may not be satisfied by mixing full-time 
institutional work with preceding or subsequent time in private 
practice, 

METHOD OF EXAMINATION 


1. Part 1 examinations consist of a written examination and 
oral examinations. Material covered includes fundamental sur- 
gical principles, elementary fracture and orthopaedic procedures, 
history-taking, and physical examinations as well as those parts 
of anatomy, pathology, physiology, and biochemistry related 
to orthopaedic surgery. The oral examinations consist of five 
parts: (a) anatomy, (b) pathology, (c) physiology and_bio- 
chemistry, (d) surgery, and (e) fractures and orthopaedic sur- 
very. 

2. Part 2 examinations consist of a written examination and 
oral examinations. Material covered includes advanced work in 
all phases of orthopaedic surgery. The oral examinations consists 
of five parts: (a) anatomy, (b) pathology, (c) children’s orch:- 
paedic surgery, (d) fractures, and (e) adult orthopaedic sur- 
gery. 

3. Candidates who have not had approved training in chil- 
dren’s orthopaedic surgery will not be examined in that branch 
ot orthopaedic surgery. 

4. Candidates are notified by letter as to whether they passed 
or failed in the examinations. No information regarding results 
is available until such letters are mailed. 

5. Results of integral parts of examinations are not available 
to either candidates or diplomates of the board, 

6. Candidates who have passed part 1 examinations are re- 
quired to take part 2 examinations within a 10 year subsequent 
period. If there is a lapse of more than 10 years, candidates 
must repeat part 1 examinations and must then become eligible 
by the requirements then in force. 


MILITARY SERVICE 


1. Medical officers who have elected service in the military 
forces as their life careers compete for certification on the same 
basis as do physicians in civilian practice. 

2. Physicians who served for a minimum of one year in the 
military forces during the war years, between Jan. 1, 1941, and 
July 1, 1946, are granted a bonus of one year of practice credit, 
provided that the same time is not used for resident training 
credit. 
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3. Applicants who served in military hospitals whose service 
is judged by the board to have been equal to that of approved 
resident orthopaedic training may be granted a maximum credit 
of one year of resident orthopaedic training. Applicants request- 
ing such credit must submit completed “Professional Training 
Records.” 

4. No applicant may be granted more than one year of resi- 
dent training credit and one year of practice credit for military 
service during the war years. 

5. Medical officers assigned to civilian institutions on the 
approved list for resident orthopaedic training receive the same 
credit as do civilian candidates. 

6. Medical officers who have elected service in the military 
torces as their life careers must satisfy the practice requirements 
by military assignments in which their duties are limited to the 
practice of orthopaedic surgery. 


RECORDS OF SURGICAL CASES AND INSPECTIONS 


1. Records of a specified number of consecutive surgical cases 
may be requested by the board in order to evaluate properly 
the work of an applicant. 

2. A representative of the board may visit a community in 
order to evaluate properly the work of an applicant. 


AMERICAN BOARD OF OTOLARYNGOLOGY 


Gorpon D. Hoop te, President, 

Syracuse, N. Y. 

BERNARD J. McManon, Vice-President, 

St. Louis 
LAWRENCE R, Boies, Minneapolis 
Louis H. Cvierr, Philadelphia 
DaNieEL S, CUNNING, New York 
Russect M. Decker, Pasadena, Calif. 
LyMan H. Herne, Fremont, Neb. 
FreDeRICK T, Hitt, Waterville, Maine 
Percy E, IRELAND, Toronto, Canada 
Francis L. Leperer, Chicago 
Francis E, LEJuENre, New Orleans 
Joun R. Linpsay, Chicago 
WiuiaM J. McNa.ty, Montreal, Canada 
James MaxweE.t, Ann Arbor, Mich, 
E. MELTzeER, Boston 
WERNER MUELLER, Boston 
C. Stewart Nasu, Rochester, N. Y. 
ARTHUR W. Proetz, St. Louis 
Georcr REED, Boston 
LeRoy A. SCHALL, Boston 
Harry P. Scuenck, Philadelphia 
O. E. Van Atyea, Chicago 
Dean M. Lierve, Secretary-Treasurer, University Hospitals, 

lowa City, lowa 

GENERAL REQUIREMENTS 

The following general qualifications of candidates for exami- 
nation are required by the board: 

1. A candidate must have been a graduate for five years or 
more of a medical school approved by the Council on Medical 
Education and Hospitals of the American Medical Association. 

2. A candidate must be of known good moral character and 
be ethical in his professional relationships. 

3. A candidate trained in a foreign country must be able to 
give proof of medical and graduate training comparable to the 
requirements of the board. 

4. A candidate from the United States or the Dominion of 
Canada must be a member of the American Medical Associa- 
tion or of the Canadian Medical Association respectively or 
other such medical societies of equal standing as are recog- 
nized by the Council on Medical Education and Hospitals of 
the American Medical Association. 

5. Candidates from foreign countries who have received their 
training in otolaryngology in the United States and the Domin- 
ion of Canada are eligible for examination at the discretion of 
the American Board of Otolaryngology, provided they meet the 
general academic requirements of the Board. 
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SPECIAL REQUIREMENTS 


1. A candidate must have had a general internship of at least 
one year in a hospital approved by the Council on Medical 
Education and Hospitals of the American Medical Association. 

2. A candidate must be proficient in the applied basic sci- 
ences, fundamental to the intelligent practice of otolaryngology. 
These include anatomy of the ear, nose, and throat, neck, chest, 
esophagus and nervous system, gross pathology and histopathol- 
ogy, bacteriology, physiology, didactic otolaryngology and the 
general fundamentals of surgery. (This requirement may be ful- 
filled in a residency or fellowship service or in an approved or- 
ganized post-graduate course. ) 

3. In addition to the general internship, the required clinical 
training in otolaryngology may have been acquired in any of the 
following ways: 

(a) A three years’ residency or fellowship in otolaryngology 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 

(b) A four years’ approved residency or fellowship in oto- 
laryngology and ophthalmology provided one half of the train- 
ing has been in otolaryngology. 

(c) A two years’ approved residency or fellowship in oto- 
laryngology or a three years’ approved combined residency or 
fellowship in otolaryngology and ophthalmology, provided two 
years have been in otolaryngology and have been preceded by 
at least one year’s approved residency training in surgery or 
medicine, or by an additional vear in an approved internship.° 

4. In exceptional circumstances certain candidates who do 
not meet all of the above requirements may be accepted for 
examination on recommendation of the credentials committee, 
substantiated by action of the board. 

5. At least one year must be spent in private, group, or 
institutional practice of otolaryngology after the period of 
special training. This requirement may be waived in cases of 
candidates from foreign countries who are returning there for 
the practice of otolaryngology. Should such a candidate pass 
the examination the certificate of the board will be withheld 
until the board has been furnished evidence that the candidate 
has spent one year in the practice of otolaryngology. (When 
the requirement of an additional year referred to in No. 5 may 
impose handicaps as to rating, in the Military or Veterans 
Administration Services, the candidate may be considered under 
No. 4 above.) 

6. A candidate may be qualified for examination, at the 

discretion of the American Board of Otolaryngology, if in addi- 
tion to the General Requirements and Special Requirements, 
No. | and 2, he has limited his practice to otolaryngology for 
seven years in association with a hospital staff approved by the 
Council on Medical Education and Hospitals of the American 
Medical Association. 
7. A physician who limits himself exclusively to the practice 
of peroral endoscopy may be granted limited certification in 
this field by the American Board of Otolaryngology irrespective 
of certification in any other specialty. Limited certification will 
be granted provided the candidate has spent not less than one 
year of training in a hospital approved for endoscopic teaching 
and has passed successfully examinations in the basic sciences 
as they pertain to this field, and didactic and clinical examina- 
tions covering diseases of the larynx, pharynx, neck, esophagus, 
stomach, tracheobronchial tree, lungs and mediastinum and 
certain aspects of cardiovascular disease as they pertain to 
peroral endoscopy. A limited certificate by the American Board 
of Otolaryngology will not be issued to physicians who have 
been certified in a specialty that employs peroral endoscopy in 
diagnosis and/or treatment because his major interest is in that 
specialty, not in endoscopy. 

All candidates must comply with current board regulations, 
regardless of the time of filing application. 


APPLICATION AND FEES 


1. Application must be made in duplicate on special blanks 
procured from the secretary. The completed application blanks 
must be returned to the secretary, together with the other re- 
quired credentials, at least 120 days in advance of the examina- 
tion at which the candidate desires to appear. 


*See Standards for Residencies in Otolaryngology published 
by the American Medical Association. 
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2. The applications must be accompanied by two small 
photographs of the candidate, together with verification of the 
period of enrollment from the institutions where training in 
otolaryngology was obtained, and the names of two or more 
otolaryngologists, preferably diplomates of the board, from the 
vicinity of the candidate’s place of residency, to be used as 
references. 

3. The fee for the examination is $150. Of this sum $75 must 
accompany the application, of which $50 shall be returned if 
candidate is not accepted for examination. No application will 
be acted on until the $75 application fee is received. The re- 
maining $75 of the total examination fee of $150 must be paid 
to the secretary on notification that the candidate has been 
accepted, 

4. The fees have been caretully computed on a basis of cost 
of examinations and are used entirely for administrative ex- 
penses. Examiners serve without compensation other than actual 
expense. 

5. The application remains valid for three years. An applicant 
must appear for examination within this time or forfeit the fee. 

6. Candidates whose credentials have been found satisfactory 
and who meet the requirements of the board will be notified 
90 days prior to the date of examination. The number of candi- 
dates who can be admitted to any one examination is limited. 
Due to a large number of applications on file, delay in assign- 
ment for examination may be inevitable. Appointments will be 
given in the order applications are accepted and on payment of 
the balance of the examination fee. 

7. The board, acting as a committee of the whole, reserves 
the right to reject an applicant for any reason deemed advisable 
and without stating the same, and the action of the board shall 
be final. 

EXAMINATION 


Examination, will be held at such time and place as the 
judgment of the board may dictate. Advance notice of examina- 
tions will be given in THe JouRNAL of the American Medical 
Association and the several special journals devoted to 
otolaryngology. Insofar as is possible these will be held bi- 
annually at, or near, the time and place of meeting of the 
American Medica] Association, or special societies, and of the 
American Academy of Ophthalmology and Otolaryngology. The 
examinations cover from two to four days. 

Scope.—This examination encompasses al] phases of otolaryn- 
gology and peroral endoscopy, including maxillofacial surgery, 
and surgery of the neck, excluding the thyroid. 

The type of examination is as follows: 

1. Clinical, covering the actual handling of patients, includ- 
ing history-taking, physical and functional examinations, the use 
of laboratory and x-ray findings, and a discussion of difterential 
diagnosis. 

2. Didactic, oral examinations covering all phases of otolaryn- 
gology. 

3. Gross and microscopic pathology. 

4. A written examination may be included when the board 
deems this advisable. 
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GENERAL REQUIREMENTS 


1. Satistactory moral and ethical standing in the profession. 
2. License to practice medicine or a certificate of the Na- 
tional Board of Medical Examiners. 
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3. The applicant must devote his time primarily and princi- 
pally to the practice of pathology. 


PROFESSIONAL EDUCATION 


1. Graduation from a medical school in the United States 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association, or graduation from medi- 
cal schools in other countries acceptable to the board. 


SPECIAL TRAINING AND EXPERIENCE 


1. The board admits candidates to examinations who are 
otherwise eligible and who have had either of two following 
types of training and experience. 

(a) After five years, if four of the five years have been in 
institutions approved by the Council on Medical Education and 
Hospitals of the American Medical Association or by the board; 
or 

(b) After 11 years if none of the training and experience has 
been in institutions so approved, 
he specific requirements for those acceptable after five 
vears are as follows: 

(a) Pathological anatomy only, 

(1) Four years of supervised study and training in an insti- 
tution approved for residency training in pathological anatomy 
by the Council on Medical Education and Hospitals of the 
American Medical Association or by the board. It is immaterial 
whether the candidate holds the title of resident or fellow or 
assistant. Candidates may, at their own election, substitute not 
to exceed 12 months of a straight or rotating clinical internship 
or a fellowship or instructorship in any of the preclinical de- 
partments of a university for one of the four years. In addition, 
time, not to exceed 12 months, spent in a department of pathol- 
ogy of an approved school of medicine after the completion 
of the second year of undergraduate study may be counted for 
tull credit toward the four years. 

(2) One additional year, which may be a continuation of 
the preceding or may be independent practice of pathological 
anatomy in a hospital approved by the American Medical 
Association or other institutions acceptable to the board. 

(b) Clinical pathology only, 

(1) Four years of supervised study and training in an insti- 
tution approved for residency training in clinical pathology by 
the Council on Medical Education and Hospitals of the Ameri- 
can Medical Association or by the board, It is immaterial 
whether the candidate holds the title of resident or fellow or 
assistant. Candidates may, at their own election, substitute not 
to exceed 12 months of a straight or rotating clinical internship 
or a fellowship or instructorship, in any of the preclinical 
departments of a university, for one of the four years. Candi- 
dates holding also a master’s or doctor's degree in a special 
field of clinical pathology (bacteriology, serology, chemistry, 
parasitology, or hematology) may obtain time credit for not 
more than 12 to 24 months toward the four years for this 
work, regardless of whether it was taken before or after the 
medical degree. The evaluation of time credit will depend on 
how much of the broad field of clinical pathology was covered 
in the graduate work. 

(2) One additional year, which may be a continuation of 
the preceding or may be independent practice of clinical 
pathology in a hospital approved by the American Medical 
Association or other institutions acceptable to the board. 

(c) Pathological anatomy and climcal pathology. 

(1) Four years of supervised study and training divided as 
tollows: (a) two years of supervised study and training in 
pathological anatomy as outlined in the preceding paragraph 
2-(a)-(1), (b) two years of supervised study and training in 
clinical pathology as outlined in the preceding paragraph 2- 
(b)-( 1). Candidates declared eligible before July 1, 1953, may, 
at their own election, substitute one year (twelve months) of 
a straight or rotating clinical internship for one year of this 
special training in clinical pathology. After July 1, 1953, all 
candidates applying for both pathological anatomy and clinical 
pathology will be required to have two years of supervised 
training in clinical pathology. 

(2) One additional year, which may be a continuation of 
the preceding or may be independent practice of both patho- 
logical anatomy and clinical pathology in a hospital approved 
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by the American Medical Association or other institutions 
acceptable to the board. After July 1, 1953, candidates who 
elect to claim credit for one year for a clinical internship must 
take this fifth year as supervised study and training in clinical 
pathology in institutions approved for residency training in 
clinical pathology by the Council on Medical Education and 
Hospitals of the American Medical Association or by the board. 
Candidates declared eligible after July 1, 1953, who do not 
take a clinical internship, may, after four years of training as 
outlined in 2-(1)-(a) and (b), spend the fifth year in inde- 
pendent practice in an institution or laboratory acceptable to 
the board. 

Note: As outlined in the preceding paragraphs, the total 
time requirements of the board are unchanged after July 1, 
1953, namely, five years of study or practice after graduation 
from medical school, with exceptions noted in sections 2-(a)- 
(1) and 2-(b)-(1). 

3. The specific requirements for those acceptable after 11 
years are as follows: (a) The practice of pathology under 
circumstances acceptable to the board for a period of not less 
than 11 years, At the election of the candidates, a period not 
to exceed one year of straight or rotating clinical internship 
may be substituted for one of the 11 years. For those candi- 
dates in this category who have had some special study and 
training in pathologic anatomy or clinical pathology acceptable 
supervised study and training, only seven years of practice are 
required, 

CREDIT FOR MILITARY SERVICE 


Credit may be allowed for training and experience in pathol- 
ogy in the federal. services during the period July 1, 1940, to 
June 30, 1947. This credit for training or experience or both is 
given on an individual basis and will depend on the opportunity 
the applicant has had, as indicated by his or her medical service 
record in the specialty of pathology. 

After July 1, 1947, credit for those military services will be 
given on the same basis as it is in civilian institutions, except 
that the rule in the preceding paragraph will not apply to 
reserve officers who continue on active duty or are called to 
active duty after that date. 


SpeciAL Frecps oF ParHoLocy, CuinicaAL CHEMISTRY, CLINICAL 
MicropioLocy, HEMATOLOGY, AND NEUROPATHOLOGY 
(IN Force Arrer 1, 1954) 


The trustees of the American Board of Pathology have 
adopted the following requirements for certification in special 
fields of pathology, effective July 1, 1954. 

Candidates who have met all general requirements and have 
had special training and experience that is acceptable to the 
board in a special field of pathological anatomy or clinical 
pathology may apply to the board for certification in that 
special field. The board, at its discretion, may approve this 
application, and after the candidate has successfully passed a 
prescribed examination or has fulfilled certain special qualifica- 
tions (see below, section D), will issue a certificate designating 
the special field. 

A. General Qualifications: 

1. Satisfactory moral and ethical standing in the profession. 

2. License to practice medicine or a certificate of the Na- 
tional Board of Medical Examiners. 

3. The applicant must devote his time primarily and princi- 
pally to the practice of pathology or the special field of pathol- 
ogy in which he is requesting certification. 

B. Professional Education: 

1. Graduation from a medical school in the United States 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association or graduation from a 
medical school in other countries acceptable to the board. 

C. Special Training and Experience: 

The board admits candidates to examination in special fields 
of pathology who are otherwise eligible and who have had 
either of the following types of training: 

1. Applicants already holding a certificate of the board in 
clinical pathology or the combined certificate in pathological 
anatomy and clinical pathology (for qualification in clinical 
chemistry, clinical microbiology, and hematology ), or in patho- 
logical anatomy (for qualification in neuropathology )—two 
additional years of supervised training in the special field of 
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their choice in institutions approved by the Council on Medical 
Education and Hospitals of the American Medical Association 
or by the board. 

2. Applicants not holding a certificate in pathological anat- 
omy or clinical pathology—five years of training in the special 
field of their choice, provided four of the five years have been 
in institutions approved by the Council on Medical Education 
and Hospitals of the American Medical Association or by the 
board. Candidates may, at their own election, substitute not to 
exceed 12 months of a straight or rotating clinical internship or 
a fellowship or instructorship in any of the preclinical depart- 
ments of a university for one of the four years. The fifth year 
may be a continuation of supervised training or may be inde- 
pendent practice of the particular specialty in a hospital 
approved by the American Medical Association or in other 
institutions acceptable to the board. 

D. Special Qualifications—Certification Without Examination: 

Prior to Jan. 1, 1960, the board at its discretion may certify 
candidates without examination if the following conditions have 
been met as of Jan. 1, 1955: 

1. That the candidate has been for a period of five years of 
professorial rank in the special field of his choice and in an 
approved medical school, or 

2. That the candidate has been practicing his specialty for 
10 years in a senior position in a hospital having an adequate 
department in the special field, approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association, or in an institution acceptable to the board. 


APPLICATION BLANK AND FEE 


Application must be made on the special form that may be 
procured from the secretary and forwarded with other required 
credentials and the application fee. An application cannot be 
given consideration by the board unless it is accompanied by 
the application fee. 

The application or examination fee for candidates is $100. If 
the candidate fails in his examination he will be admitted to a 
second examination after one year. The applicant must pay an 
additional fee of $50 before a second examination will be given. 

The application fee of $100 has been determined after careful 
consideration and is based on actual estimates of the expenses 
of examination and administration. None of the board members 
receives any compensation for his services except actual ex- 
penses incurred. 

It the applicant, for any reason, is deemed ineligible for 
examination by the board, his fee will be returned; however, 
the application tee is not returnable after the candidate has 
officially been accepted for examination and notified to report 
tor the examination. 

EXAMINATIONS 


Written and oral examinations will be held at the discretion 
of the board at or near the time and place of national medical 
meetings. If a number of applications from any region of the 
country are received, an examination in conjunction with a na- 
tional medical meeting in that section will be arranged so that 
the financial outlay of the applicant in meeting the examiners 
will be as small as possible. 

The examinations are to be based on the broad principles 
of pathology with emphasis on diagnosis, interpretation and 
technique. The applicant may apply for certification in either 
pathological anatomy or clinical pathology or both. 

The examinations in pathological anatomy consist of a writ- 
ten test, an oral examination on gross pathology, and a practical 
examination in microscopic pathology. The examination in 
clinical pathology consists of a written test and an oral and 
practical examination in the six phases of clinical pathology: 
bacteriology, hematology, clinical chemistry, parasitology, 
serology, and clinical microscopy. 


DEFINITIONS 


1. Pathological anatomy is that branch of pathology that deals 
with the morphological aspects of disease, recognition being 
given that that definition covers two phases of pathology: 
(a) the applied phase with special attention to the descrip- 
tion and diagnosis of gross and microscopic specimens, (b) the 
academic phases of teaching and general morphological diag- 
nosis. 
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2. Clinical pathology is that branch of pathology that deals 
with bacteriology, immunology, clinical chemistry, parasitology, 
hematology, endocrinology, clinical microscopy, and the appli- 
cation of the physical and biological sciences to the diagnosis, 
prognosis, and treatment of disease. 


CRITERIA FOR APPROVAL OF INSTITUTIONS FOR TRAINING 
IN PATHOLOGY 


In Sections C-2-a, C-2-b, and C-2-c of the General Require- 
ments, it is stated that candidates must have certain periods 
of supervised study and training. The American Board of Path- 
ology, in cooperation with the Council on Medical Education 
and Hospitals of the American Medical Association, certifies 
hospitals in the United States as satisfactory for this supervised 
study and training. Lists of these hospitals are published in the 
Internship and Residency Number of THe Journat of the 
American Medical Association each year. In addition, the 
American Board of Pathology recognizes certain hospitals out- 
side the United States and certain laboratories not connected 
with hospitals in the United States. Inquiries concerning these 
should be directed to the secretary of the board. 

The general criteria for approval of hospitals and laboratories 
are both qualitative and quantitative. On the score of quality, 
consideration is given to the qualifications of the director of 
laboratories and in the associates and assistants, the supervision 
of work of the person in training, the excellence of the educa- 
tional program, and the exactness and completeness of the 
laboratory work performed. On the score of quantity, considera- 
tion is given to the volume and distribution of laboratory work, 
both in absolute numbers and in relation to the size of the 
hospital, to the diversity and completeness of tests performed, 
to the size and equipment of the laboratory, and to the num- 
ber of professional and nonprofessional personnel in relation 
to the volume of work. 

In general, the qualitative standards will determine whether 
or not a hospital or laboratory is approved and the quantitative 
standards will determine whether the approval is for one, two, 
three, or four years of credit toward the requirements of the 
board. 

In evaluation of applications the board takes into considera- 
tion the following criteria: 

1. Director of laboratories or pathologist: 

(a) It is required that the responsible head of the lab- 
oratory hold the certificate of the American Board of Pathology 
in the subject for which the hospital is approved, or be eligible 
for certification, and that he or she spend full time in the 
hospital. Full time is not interpreted in terms of hours, but 
rather that the director have no obligation outside the one 
approved hospital except in a university department of path- 
ology in which he and the residents have an opportunity to 
participate in the educational program; 

(b) In special instances, the equivalent of full time by two 
or more qualified persons will be accepted and one person 
need not spend the entire working day in the laboratory; 

(c) In special instances, two or more hospitals will be 
approved as a unit with a single full-time director of labora- 
tories if it is apparent that a satisfactory training program can 
be conducted; 

(d) In hospitals with over 350 beds, it is expected that 
the professional staff, in addition to the pathologist, will in- 
clude one or more persons with special training and qualifica- 
tions in the sub-specialties of clinical pathology. 

2. Technicians: 

There are no absolute criteria, but it is expected that the 
number of technicians will be proportional to the volume of 
laboratory work and that, insofar as possible, the technicians 
will hold the certificate of the Registry of Medical Technolo- 
gists of the American Society of Clinical Pathologists. 

3. Floor space of laboratory: 

In general, it is believed that the size of the laboratory 
should be related to the size of the hospital and the volume 
of laboratory work. A minimal ratio is 4 square feet of space 
in the laboratory, including morgue and autopsy room, for 
each bed in the hospital. 

4. Equipment for the laboratory: 

The variety and completeness of laboratory tests performed 
depend on the size of the hospital. In all hospitals there 
should be tacilities for the more common test in clinical 
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pathology, for study of surgical specimens, and for performance 
of autopsies. In larger hospitals, the variety of tests performed 
should be larger, and in hospitals with over 500 beds all recog- 
nized laboratory procedures should be available for study and 
treatment of the patients. 

5. Autopsy percentage: 

No institution with a percentage of less than 15 will be 
approved, and those institutions with percentages between 15 
and 40 will be given special scrutiny. 

6. Examination of surgical specimens: 

All surgical specimens should be sent to the laboratory for 
gross examination, and microscopic examinations should be 
made unless there are general or special reasons not to do so. 

7. Indices: 

There should be indices according to the names of the 
patients and the diagnoses of all surgical and autopsy material. 
Indices of clinical pathology are left to the discretion of the 
hospital. 

8. Museum: 

There should be available fixed anatomic and pathological 
specimens for study by the staff in proportion to the size of the 
hospital. Properly filed and indexed color photographs may in 
part be substituted for museum specimens. 

9. Library: 

A reasonable complete library of modern books and recent 
unbound and bound journals should be available to the hospital, 
and the more commonly used books and journals should be on 
hand in the laboratory. 

10. Education program: 

The work of the person in training should be supervised. 
Conferences, seminars, journal clubs, and demonstrations should 
be conducted as frequently as the volume of material and the 
size of the staff justifies. A clinicopathological conference must 
be held at least every two weeks. 

11. Volume of laboratory work: 

(a) As indicated in the following categories, no hospitals 
with less than 75 autopsies, 1,000 surgical specimens, and 
25,000 tests in clinical pathology annually will be approved 
(Category D), except as outlined in the following paragraphs. 
It is the belief of the board that less material than this is 
inadequate for the training of a pathologist. 

(b) In the field of clinical pathology, there should be a 
reasonable diversification of tests, and in each category there 
should be sufficient absolute volume to provide training and ex- 
perience. There are no absolute criteria, but special scrutiny 
will be given to a hospital in which there is not a reasonable 
diversification and_ variety. 

(c) In the field of pathological anatomy, a deficiency in 
either autopsies or surgical specimens may be made up by an 
excess of the other, if the deficiency does not exceed 20% of 
the minimum required in the ratio of one autopsy to 75 surgical 
specimens. Thus in a hospital approved for one year in path- 
ological anatomy and clinical pathology, the minimums are 75 
autopsies and 1,000 surgical specimens. If a hospital has 2,500 
surgical specimens, it is acceptable if there are only 60 
autopsies. 

If a hospital has met these minimal qualitative and quantita- 
tive standards, it will then, on the basis of the following 
quantitative standards, be approved for one, two, three, or 
four years of training in pathological anatomy, or clinical path- 
ology, or both, or some special field as shown for the number 
of residents indicated. 

Carecory A. In both pathological anatomy and clinical 
pathology for four years (as required of all candidates seeking 
certification in both fields who are examined after July 1, 1952). 

Minimum: 150 autopsies, 1,750 surgical specimens, and 
65,000 tests in clinical pathology for four residents. Additional 
resident for each 50 autopsies or 500 surgical specimens, or 
20,000 tests in clinical pathology. 

Catecory B. In both pathological anatomy and clinical 
pathology for three years. This meets all requirements of the 
board for supervised training until July 1, 1952. Candidates 
examined after that date who seek certification in both subjects 
must take an additional year of supervised training in clinical 
pathology or pathological anatomy in another hospital that is 
approved for the deficiency of training required. 
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Minimum: 125 autopsies, 1,500 surgical specimens, and 
50,000 tests in clinical pathology for three residents. Additional 
resident for each 50 autopsies, 500 surgical specimens, or 
20,000 tests in clinical pathology. 

Catecory C. In both pathological anatomy and clinical 
pathology for two years. Candidates taking two years in these 
institutions must have an additional year (two years after July 1 
1952) in an institution in category A, B, or D. 

Minimum: 100 autopsies, 1,250 surgical specimens, and 
40,000 tests in clinical pathology for two residents. Additional 
resident for each 50 autopsies, or 500 surgical specimens or 
20,000 tests in clinical pathology. 

Catecory D. In both pathological anatomy and _ clinical 
pathology for one year. Candidates taking training in these 
institutions must have an additional two years (three years 
after July 1, 1952) in institutions that are approved for the 
deficiency of training required. 

Minimum: 75 autopsies, 1,000 surgical specimens, and 
25,000 tests in clinical pathology for one resident. Additional 
resident for each 50 autopsies, or 500 surgical specimens, or 
20,000 tests in clinical pathology. 

Catecory E. In pathological anatomy only, for three or 
more years. Candidates taking all training in these institutions 
will not be eligible for certification in clinical pathology unless 
an additional year (two years after July 1, 1952) is taken in 
clinical pathology in institutions that are approved for the de- 
ficiency of training required 

Minimum: 175 autopsies and 1,500 surgical specimens for 
three residents. Additional resident for each 50 autopsies or 500 
surgical specimens. 

Catecory F. In pathological anatomy only, for two years. 
Candidates taking training in these institutions will not be 
eligible for certification in clinical pathology unless they take 
one additional year full time in clinical pathology (two years 
after July 1, 1952) in institutions that are approved for the 
deficiency of training required, and will be eligible in patho- 
logical anatomy only if another year is taken in another 
institution that is approved for one or more years in pathological 
anatomy. 

Minimum: 125 autopsies and 1,250 surgical specimens for 
two residents. Additional resident for each 50 autopsies or 
500 surgical specimens. 

Carecory G. In pathological anatomy only, for one year. 
Candidates training in these institutions will not be eligible 
in both pathological anatomy and clinical pathology unless 
they take an additional year in pathological anatomy and an 
additional year (two years after July 1, 1952) in institutions 
that are approved for these periods of training. Candidates 
seeking certification in pathological anatomy only must study 
an additional two years in institutions that are approved for 
that period of training. 

Minimum: 75 autopsies and 1,000 surgical specimens for 
one resident. Additional resident for each 50 autopsies or 
500 surgical specimens. 

Carecory H. For postmortem part of pathological anatomy 
for two years. Credit is never allowed for more than two years. 
Candidates taking training in these institutions may pursue 
further training as follows: 1. For pathological anatomy only. 
An additional year in an institution in Category A, B, . 
F, or G with assignment to surgical pathology principally. 
2. For pathological anatomy and clinical pathology. An addi- 
tional year (two years after July 1, 1952 in an institution in 
Category A, B, C, L, M, or N with assignment to clinical 
pathology and one-half year assigned to 
principally, in an institution in Category A, B, C, 

Minimum: 125 autopsies for two residents. pa ‘edditional 
resident for each 60 autopsies. 

Catecory I. For postmortem part of pathological anatomy 
for one year. Candidates taking training in these institutions 
may pursue further training as follows: 1. For pathological 
anatomy only. An additional two years in an institution in 
Category A, B, C, E, F, or G with general assignments. 2. For 
pathological anatomy and clinical pathology. An additional 
year (two years after July 1, 1952) in an_ institution in 
Category A, B, C, L, M, or N with assignment to clinical 
pathology and one year to an institution in Category A, B, C, 
E, F, or G 


Minimum: 75 autopsies for one resident. 
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Carecory J. Surgical pathology part of pathological anatomy 
for one year. Credit is never allowed for more than one year 
and the director of the laboratory must hold the certificate of 
the American Board of Pathology in pathological anatomy 
or be eligible for certification. Candidates training in these in- 
stitutions may pursue further training as follows: (1) For 
Pathological Anatomy only. An additional two years in an 
institution in Category H or in an institution in Category A, 
B, or C with assignment to postmortem pathology only. (2) 
For Pathological Anatomy and Clinical Pathology an additional 
year (two years after July 1, 1952) in an institution it Category 
A, B, C, L, M, or N with assignment to clinical pathology 
full time, and an additional year to an institution in Category 
A, B, D, E, F, G, or H with assignment to postinortem 
pathology full time. 

Minimum: 2,000 surgical specimens for one resident. An 
additional resident for each 1,000 surgical specimens. 

Catecory k. Special pathology as part of pathological 
anatomy. Credit for not to exceed one-fourth the time credit 
(one year if seeking certification in pathological anatomy only, 
six months if seeking both pathological anatomy and clinical 
pathology) of candidates applying in pathological anatomy 
may be taken in special laboratories with limited activities 
such as neuropathology, orthopedic pathology, ophthalmic 
pathology, etc. The candidate who receives credit in this 
category may, on request, have the field of special pathology 
designated on the certificate of the board. 

Catecory L. Clinical pathology for three or more vears. 
Candidates taking three years of training in these institutions 
will not be eligible for pathological anatomy unless they take 
an additional two years in institutions approved for patho- 
logical anatomy. 

Minimum: 100,000 tests in clinical pathology for three 
residents. Additional resident for each 50,000 tests. 

Catrecory M. Clinical pathology for two years. Candidates 
taking two years’ training in these institutions must take the 
same additional training as in Category L to be eligible for 
pathological anatomy also. To be eligible for clinical pathology 
only, an additional year of clinical pathology must be taken 
in an approved institution. 

Minimum: 75,000 tests in clinical pathology for two residents. 
An additional resident for each 50,000 tests. 

Carecory N. Clinical pathology for one pear. Candidates 
taking training in those institutions must take an additional 
two years in an institution in Category A, B, C, L, or M 
assigned to clinical pathology for eligibility in clinical pathology 
only. To be eligible in pathological anatomy and _ clinical 
pathology, an additional two years in approved institutions is 
required. 

Minimum: 50,000 tests in clinical pathology for one resident. 

Carecory ©. Special clinical pathology as part of clinical 
pathology. Candidates applying for clinical pathology only may 
receive credit for not in excess of one-quarter of the training 
period (one year if seeking certification in clinical pathology 
only, six months if seeking both pathological anatomy and 
clinical pathology) for work in a special field of clinical pa- 
thology, such as bacteriology, serology, etc. Under these circum- 
stances, on request, the special fiela will be designated on the 
certificate of the board. 

Catrecory P. Research: Residence in certain institutions 
in which full time is devoted to research with a direct appli- 
cation to the practice of pathological anatomy or clinical pa- 
thology may be accepted for credit not to exceed one-third the 
time requirement (20 months if no clinical mternship, 16 
months if a clinical internship was taken). The board en- 
courages research and believes that all candidates should carry 
on investigation during their training in all institutions. There- 
fore, this category is only for those wishing to do full time 
research. 
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REQUIREMENTS FOR CERTIFICATION® 


All candidates for examination for certification must meet 
the following requirements: 

1. Graduation from an approved medical school. 

2. Hold a license to practice in the United States prior to 
issuance of a certificate except in those situations in which a 
license to practice is not required. 

3. One year of rotating, pediatric, or other internship in an 
approved hospital. 

4. Two years of specialized residency-type training in an 
approved pediatric center. 

At least one vear of the two years of required residency 
training must be a_ full-time medical pediatric inpatient 
residency or internship in an approved institution. The second 
year of required residency training may be met in the ways 
listed below, although the board recommends that whenever 
possible candidates complete the two years as regular residents. 

(a) Graduate School courses will be accepted only in excep- 
tional cases by prior arrangement, up to a maximum of nine 
months. 

(b) A maximum of three months’ credit each is allowed for 
full-time residency type training in allied pediatric subjects 
such as pediatric allergy, pediatric psychiatry, pediatric pa- 
thology, pediatric radiology, newborn service, etc. 

(c) A maximum of six months’ credit is allowed for residency 
training in an approved contagious disease hospital. 

5. A subsequent term of two years of specialized study or 
practice or a combination of the two. 

Credit tor one year toward this requirement is allowed for 
medical military service regardless of the assignment. The maxi- 
mum credit that any candidate may receive toward the practice 
requirement for work done prior to the completion of residency 
training is one year. 

Research residencies which involve little or no clinical train- 
ing are creditable for only three months. Research residencies 
which include significant clinical training may be pro-rated to a 
total of six months for a year of service. Teaching fellowships 
may not be offered in lieu of residency appointments. 

Both research residencies and teaching fellowships are, of 
course, entirely acceptable in satisfaction of the practice or 
further study requirement. Portions of a research residency not 
applicable for residency training credit may be carried over for 
practice credit. 

Preceptorships are not accepted for credit toward the 
residency requirement, but are accepted toward the practice 
requirement, 


GRADUATES OF MEDICAL SCHOOLS IN CANADA 


Graduates of approved medical schools in Canada and those 
who have received their internship and residency training in 
pediatrics in hospitals approved by the Royal College of 
Physicians and Surgeons of Canada will be eligible for exam- 
ination for certification under the same regulations as those 
trained in the United States. 


GRADUATES OF FOREIGN MEDICAL SCHOOLS 


Citizens of the United States.—Citizens of the United 
States of America who are graduates of medical schools other 
than those in the United States and Canada will be processed 
tor eligibility for examination for certification if they can meet 
all the following requirements: 

1. They are graduates of medical schools recommended by 
the Council on Medical Education and Hospitals of the 
American Medical Association. 


* To avoid misunderstanding, the board urges any candidate 
whose training is not clearly covered in these regulations to 
communicate with the office of the executive secretary. When- 
ever possible, this should be done before entering upon the 
appointment in question. 
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2. They hold a license to practice in the United States. 

3. They can meet the internship and residency training re- 
quirements of the board as detailed above with the following 
provisions: 

(a) Internship and residency training must be served in 
hospitals approved by the board in the United States. 

(b) A maximum of the internship and one year of residency 
training may be allowed for such experience obtained in a small 
list of foreign hospitals recognized by the board. The other 
year of residency training must be served in a straight in- 
patient medical pediatric residency appointment in an approved 
hospital in the United States. 

Citizens of the United States of America who are graduates 
of medical schools other than those in the United States or 
Canada, and which are not recommended by the Council on 
Medical Education and Hospitals of the American Medical 
Association, may be accepted for examination for certification 
after they have passed successfully Part II of the examinations 
of the National Board of Medical Examiners, Inc., provided 
they meet all other requirements of the Board as provided in 
regulations governing such candidates. It should be noted that 
this regulation is permissive, not mandatory. Each application 
will be evaluated individually. 

Citizens of Other Countries.—Properly qualified candidates 
who are permanent residents in and citizens of other countries 
and are licensed to practice there and who have fulfilled the 
residency training requirements listed above in the United States 
or Canada may apply for examination for certification by the 
American Board of Pediatrics. 

Such foreign candidates who are returning to their own 
country at the end of their training period may be examined 
without completion of two full years in the practice of pedi- 
atrics. The residency training requirements must be completed 
in full in advance of admission to any part of the examinations. 

A special certificate, appropriately identified to distinguish 
it from the regular certificate of this board, may be issued to 
such candidates who have passed successfully the examinations 
of this board after they have completed such a period of 
practice or further study in their own country which, when 
added to similar experience in the United States or Canada, 
make a total of two years of the practice of pediatrics. 


INFORMATION CONCERNING EXAMINATIONS 


The examinations for certification are given in two sections: 
Part I is written; Part II is an oral examination. 


Part I—Written 


Written examinations are objective in type and are given 
once each year, usually in January, simultaneously at a number 
ot places scattered throughout the country, and at a few military 
stations abroad. Candidates must pass the written examination 
before admission to the oral examination will be authorized. 


Part I1—Oral 


Oral examinations are held four to six times each year at 
centers offering suitable facilities, in locations determined by 
proximity to the largest number of eligible candidates. One 
examination session each year is scheduled at a location closer 
to candidates from some less populous area. As far as possible, 
candidates are given a choice of locations, taking into account 
date application is filed, date of eligibility and proximity to the 
examination site. 

Candidates who are admitted to the oral examination ( Part 
II) will not be informed of their grade on the written portion. 
Their relative standing in Part I will, however, be utilized in 
final decision with regard to passing. 

Candidates who fail after taking Part II will not be required 
to retake Part I but may be advised to do so in order that 
they may have an opportunity to improve a low score. 


APPLICATION 


Application must be made on special blanks, which will be 
furnished by the executive secretary after a preliminary survey 
of the applicant’s training. Applications may be submitted one 
year in advance of eligibility date; they will not be accepted 
earlier. The number of candidates admitted to a given written 
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examination will be do tcrmnined by the number who can be 
examined orally during that year, plus a reasonable number 
of alternates. 

LETTERS OF RECOMMENDATION 


Letters from two competent pediatricians recommending each 
applicant must be sent to the executive secretary of the board. 
These letters should not accompany the application but should 
be sent directly to the executive secretary. 


FEES 


The application fee is $75. 

The full fee must be remitted with the application. Refund 
will be made only if the applicant is refused examination for 
reason other than failure in the same. 

No additional fee is required for second and third written 
examinations. The fee for second and third oral examinations 
is $50 each. 


CERTIFICATION IN SUBSPECIALTY OF ALLERGY 


C. DeaMenr, Chairman, San Francisco 
JeRoME G Rochester, N. Y. 

GeonrceE B. LocAan, Rochester, Minn. 

Harry L. Boston 

James Nashville, Tenn. 

Bret RATNER, New York 

The American Board of Pediatrics has established certifica- 
tion in allergy as a subspecialty of pediatrics. 

All candidates must pass the written and oral examinations in 
pediatrics before submitting an application for examination in 
allergy. 

Each allergy application is individually considered and must 
be accepted by the subspecialty board. 


INFORMATION CONCERNING EXAMINATIONS 


Allergy examinations consist of written and oral portions. The 
written examination will be given once a year under a local 
monitor and must be passed before admission to the oral ex- 
amination will be authorized. Oral examinations will be held 
at times and places designated by the chairman of the sub- 
specialty board. Ample notice will be sent to candidates by the 
executive secretary. 

FEES 


The application fee for certification in allergy is $100. 

The full fee must be remitted with the application. 

No additional fee is required for second and third written ex- 
aminations. The fee for second and third oral examinations is 
$50 each. 

Application forms will be forwarded on request to the office 
of the Executive Secretary of the American Board of Pediatrics 
and should be returned to that office when completed. All 
correspondence should be addressed to him. 


REQUIREMENTS 

1. Certification in pediatrics. 

2. Two years full time of approved allergy residency or fel- 
lowship training in an approved clinic and its hospital, or 

3. One year full time of approved allergy residency or fel- 
lowship training and two years, part-time, 200 hours a year in 
an approved clinic and its activities, or 

. Five years, part-time, 200 hours a year in an approved 
allergy clinic and its activities. 

5. Preceptorship alone is not acceptable, but a resident or 
fellow doing full-time work in allergy may spend part of his 
time working with private patients in the hospital or in the 
office of an allergist qualified to give this training. 

Until clinics are officially approved, the candidate should as- 
sure himself that the clinic is satisfactory for training by writing 
to the executive secretary of the Board of Pediatrics. In general 
such clinics will be in hospitals that have been accepted by the 
Council on Medical Education and Hospitals of the American 
Medical Association and by the American Board of Pediatrics 
for training in pediatrics, or have been approved for training 
in allergy by the Board of Pediatric Allergy or of Internal 
Medicine. 

Under all methods of study there must be presented evidence 
of serious work in research or clinical investigation. 
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The candidates must be prepared for a searching examina- 
tion in the theory and practice of allergy. This will include the 
theory of the underlying mechanisms, animal experimentation, 
the clinical manifestations in the so-called allergic diseases, 
especially as they appear in infants and children, and also the 
allergic factors that may be present in other diseases. They must 
be prepared to discuss the important diagnostic procedures and 
methods of treatment and, in controversial matters, they must 
be familiar with the arguments on both sides of the questions. 


CERTIFICATE 


When accepted the diplomate will receive from the Amer- 
ican Board of Pediatrics a certificate in allergy and will be 
listed as a specialist in allergy. 

Prospective applicants for certification in the subspecialty of 
allergy may apply to the executive secretary of the American 
Board of Pediatrics. 


AMERICAN BOARD OF PHYSICAL MEDICINE 
AND REHABILITATION 


Rosert L. Bennett, Chairman, Warm Springs, Ga. 

H. Scumupt, Vice-Chairman, Philadelphia 

Artuur S. ABRAMSON, New York 

Donatp A. Covatr, New York 

O. LEONARD HuppLeston, Santa Monica, Calif. 

H. Worry KENDELL, Peoria, Ill. 

A. B. C. KNupson, Washington, D. C. 

Freperic J. Korrke, Minneapolis 

Donacp L. Rose, Kansas City, Kan. 

Artuur L. Warkins, Boston 

Eart C. Evxins, Secreary-Treasurer, 200 First St. S.W., 
Rochester, Minn. 


QUALIFICATIONS 


A. Satisfactory moral and ethical standing in the profession. 

B. A legal license to practice medicine in one or more of the 
states of the United States, its territories, the District of Co- 
lumbia, or one or more of the provinces of Canada. 

C. Graduation from a medical school approved by the 
Council on Medical Education and Hospitals or graduation 
from a foreign medical school which, in the opinion of the 
board, offers medical education equivalent to such an approved 
school; completion of an internship in a hospital approved by 
said Council. 

D. A period of study after the internship of not less than 
thre years in a residency approved by the above mentioned 
Council. This period of study shall include graduate training in 
basic sciences as related to physical medicine and rehabilitation 
and not less than two years of clinical training and experience 
in physical disabilities related to the fields of rheumatology, 
neurology, neurosurgery, orthopedics, and medicine. 

E. An additional period of not less than two years in full 
time practice of physical medicine and rehabilitation. 

Training in approved residency programs in closely allied 
medical-surgical fields may be acceptable in part (for “D” 
above), but such credit is limited and based on individual in- 
terpretation by the board. 

In selected cases, a candidate may be deemed eligible for 
examination on the basis of eight years of full time practice in 
physical medicine and rehabilitation (as a substitute for “D” 
and “E” above). 

EXAMINATION 


The examination for certification is given in two parts. Part | 
is written, part II, oral. Examinations are given once a year and 
cover certain aspects of the basic sciences and the clinical 
aspects of physical medicine and rehabilitation (including the 
role of associated personnel such as the physical therapist, oc- 
cupational therapist, clinical psychologist, social service worker, 
and vocational guidance counselor ). 


APPLICATION 


The application form shall contain a record of the candidate's 
premedical and medical education, internship, graduate study, 
and verification of full time practice in the specialty. The ap- 
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plication shall be accompanied by a fee of $100, which will 
cover the evaluation and both the written and oral examination. 
(In case of rejection of application, $85 will be refunded. The 
remaining $15 constitutes the evaluation fee. ) 


CERTIFICATION 


Certificates of the board shall be issued to the effect that the 
applicant has been found qualified as a specialist in physical 
medicine and rehabilitation. 


AMERICAN BOARD OF PLASTIC SURGERY 


Freperick A. Chairman, Rochester, Minn. 

S. Mitton Dupertuis, Vice-Chairman, Pittsburgh 

TruMAN G. BLocker Jr., Galveston, Texas 

AvBert D. Davis, San Francisco 

H. FracKELTON, Milwaukee 

Paut W. Greecey, Chicago 

James B. Jounson, Beverly Hills, Calif. 

Epwarp A. KirLowsk1, Baltimore 

Jacos J. Loncacre, Cincinnati 

Rosert E. Moran, Washington, D. C. 

Geravp B. O'Connor, San Francisco 

KENNETH L. PickRELL, Durham, N. C. 

Lynpon A, Peer, Newark, N. J. 

CLARENCE R. STRAATSMA, New York 

FRANK McDoweE Secretary-Treasurer, St. Louis 

Mrs. E. Corresponding Secretary, 
4647 Pershing Ave., St. Louis 8, Mo. 


GENERAL REQUIREMENTS 


1. Moral and ethical standing in the profession satisfactory to 
the board. 

The board, believing that the practice of “fee splitting” is 
pernicious, leading as it does to traffic in human life, will reserve 
the right to inquire particularly into any candidate's practice 
in regard to this question. 

2. Those whose activities are limited to the practice of plastic 
surgery. 

3. This board will accept as applicants for examination only 
those who are full citizens of the United States or Canada. 
Notarized statements, not original citizenship papers, attesting 
to the fact of full citizenship in the United States or Canada 
must be furnished by foreign-born applicants when the applica- 
tion is filed. Such candidates must have at least two years of 
practice in plastic surgery in North America af.er completing 
the training required by the board. 


PROFESSIONAL REQUIREMENTS 


The board considers the requirements outlined below to be 
minimal in attaining its purposes and encourages candidates to 
take advantage of broadening experience in other fields. Candi- 
dates must fulfill the requirements that are in force at the time 
of their examination and/or certification. 

1. Graduation from a medical school of the United States or 
Canada recognized by the Council on Medical Education and 
Hospitals of the American Medical Association, or graduation 
from a foreign school considered acceptable by the board. 

2. Completion of an internship of not less than one year in a 
hospital approved by the same Council. 

3. Two years of postgraduate work in general surgery, 
beyond the intern year, as a resident or an assistant resident in 
a hospital approved by the same Council. 

4. Training in general plastic surgery, including maxillofacial 
surgery, for an additional period of not less than two years in a 
residency approved by the same Council, or in a preceptorship 
approved by the Board. In fulfilling this requirement, there is 
a limit of one year’s credit given for all work done in all gov- 
ernmental plastic surgery residencies (Army, Navy, Veterans 
Administration hospital, etc.) regardless of the time put in by 
trainees in such residencies. It is required that all such trainees 
take one additional year of approved training in plastic surgery 
in a civilian residency or preceptorship. 

5. During these years of training following the internship 
year, a candidate must hold positions of increasing responsibility 
for the care and management of patients with surgical condi- 
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ions. When a candidate receives his training in more than one 
institution, it is equally imperative that he hold positions of in- 
creasing responsibility. He must have sufficient operative ex- 
perience to acquire surgical skill and judgment through the 
performance of surgical operations with a high degree of respon- 
sibility, but under circumstances providing adequate opportunity 
for consultation and advice. 

6. An additional period of not less than two years of practice 
in plastic surgery. If a candidate elects to spend one or two ad- 
ditional years in approved training in plastic surgery, one year 
of such training will be credited toward the required two years 
of private practice if it can be demonstrated that the candidate 
held a position of increasing responsibility. It is imperative that 
one year be in actual private practice in such instances. 

The Board gives credit only for training in plastic surgery 
received in the United States or Canada, but may, at its dis- 
cretion, give credit towards the required private practice period 
for training in plastic surgery received in countries other than 
the United States and Canada, each case being determined 
individually. 

The above training in plastic surgery may be taken as a 
resident in an approved hospital or under an approved pre- 
ceptorship offering equivalent training (a list of currently ap- 
proved preceptorships is available from the board office). By 
the latter statement it is meant that one may secure the neces- 
sary and specified training as an assistant to an accredited 
plastic surgeon provided suitable facilities for the education of 
the candidate are offered. 

The period of special training should emphasize the relation 
of the basic sciences—anatomy, pathology, physiology, biochem- 
istry, bacteriology—to the application of surgical principles 
which are fundamental in all branches of surgery, and especially 
to plastic surgery. In addition, the candidate must unders'an! 
and be trained in the following subjects: the care of emergen- 
cies, shock, hemorrhage, blood replacement. | 
fluid balance, choice of anesthetics, chemotherapy, acidosis and 
alkalosis, narcotics and hypnotics, wound healing, ete. 

The board reserves the privilege of requesting lists of oper- 
ations done solely by the candidate for one or more years, or of 
requesting special and extra examinations, written or oral and 
practical, and of requesting any specific data concerning the 
candidate that may be deemed advisable before making final 
decision for certification. 

Eligibility rulings or an evaluation of a candidate's qualifica- 
tions or training cannot be made by the secretary or by any 
one member of the board. Official evaluations of qualifications 
are made only by the committee on credentials and require- 
ments, or by the entire board where necessary, after a review 
of the candidate’s formal application for such rulings. The ap- 
plicant must allow at least two months for such requests to 
make the rounds of the committee. 


TRAINING FACILITIES 


Residencies.—The American Board of Plastic Surgery, in co- 
operation with the Council on Medical Education and Hospitals 
of the American Medical Association and the American College 
of Surgeons, evaluates training facilities in institutions providing 
acceptable residencies in plastic surgery. The board does not 
assume the responsibility for independent inspection and ap- 
proval of residencies. It will inspect and make recommendations 
for or against approval of a residency in plastic surgery only 
after the director of the residency has applied to the Residency 
Review Committee in Plastic Surgery of the Council on Med- 
ical Education and Hospitals of the American Medical Associa- 
tion for approval of the residency, and after the Council has 
notified the board to that effect. Therefore, any diplomate of 
the board wishing approval of a residency under his supervision 
should apply to the Council for such approval. 

The board will make its own inspection, preferably at the 
same time as the American Medical Association Council in- 
spection, and will report its findings to the Council. Upon com- 
pletion of consideration by the Council and the board, the 
hospital will be notified by the Council of the joint action that 
has been taken, and the hospital and the secretary of the board 
will be notified simultaneously by the Council to avoid any 
misunderstanding as to the status of the program. 
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Preceptorships.—In certain instances the board will accept, 
in lieu of the required two years’ training in an approved resi- 
dency, training in an approved preceptorship under a fully 
qualified plastic surgeon when such preceptorship is properly 
organized and supervised to give the trainee adequate experi- 
ence and training in plastic surgery of a well-rounded nature. 
Trainees will be required to keep a detailed record of their ex- 
perience, presenting this report to the board annually on a 
report form supplied by the board on request. In preceptorship 
programs of training it would be well for the preceptor to report 
annually to the board the name and qualifications of any pre- 
ceptee under his supervision and the work done by the pre- 
ceptee. Neither the board nor its individual members can be 
responsible for the placing of applicants for training. The board 
considers those residencies approved by the Council on Medical 
Education and Hospitals of the American Medical Association 
as acceptable facilities for training in plastic surgery. 

It should be kept in mind by all that the primary interest of 
the board is to encourage well-rounded training in plastic 
surgery with the aim of producing plastic surgeons capable of 
doing good work in the wide variety of cases which may come 
under their care. The standards set up by the board, both for 
preliminary general surgery and for specialized plastic surgery 
training, are established in an effort to further this aim. The 
quality of the training received should be reflected in the 
candidate's ability to achieve good results in his practice, and 
the examinations of the board are an attempt to judge the 
ability of the candidate in the specialty of plastic surgery. 

Before training in plastic surgery is begun, the plastic surgeon 
in charge of the residency or preceptorship should ascertain that 
the trainee’s preliminary training in general surgery meets the 
requirements of the board, that is, two years of residency train- 
ing in general surgery after the internship year. 

The training in plastic and maxillofacial surgery (at least 
two years) whether in a residency or a preceptorship, should 
cover a wide field of plastic surgery, both as to type and an- 
atomic distribution. It should include experience in the treat- 
ment of congenital and acquired defects and deformities of the 
face, neck, body, and extremities, for both functicnal and 
esthetic reasons. There should be available sufficient material 
of a diversified nature so that the trainee will be able to pass 
the examinations of the board after the period of training and 
the two additional years of private practice. If the available 
material on one service is inadequate, the deficiency should be 
made up by affiliation with another plastic surgeon on another 
service so that a broad experience will be obtained in plastic 
surgery. The trainee should be provided an opportunity to 
operate under the direct supervision of the plastic surgeon in 
charge, and with increasing ability, should be given an oppor- 
tunity to operate independently on suitable cases under more 
remote supervision. 


MILITARY CREDIT 


Credit tor military service is given on an individual basis, 
each case being considered on its own merits and the amount 
of credit allowed is determined by the board when the in- 
formation is submitted with the application. 

The Medical Officer’s Professional Training Record (DD 
Form 408) is a record maintained by individual Medical Corps 
officers for presentation to the various authorized accrediting 
boards toward certification. This record is presented by the 
officer to the boards for evaluation of the military experience ac- 
quired by Medical Corps officers while serving in the Army 
Medical Service. This form has been prepared by the Surgeons 
General of the armed services with the assistance of the Council 
on Medical Education and Hospitals of the American Medical 
Association and is distributed by the offices of the Surgeons 
General to their personnel. It is highly important that pros- 
pective applicants obtain a copy of this form and that it be sub- 
mitted with their credentials for evaluation by the board. 


CASE REPORTS 


Upon approval by the board of a candidate's application tor 
certification, each candidate is required to submit to the board 
35 or more case reports illustrative of his independent work in 
the field of general plastic surgery. 
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Candidates are admitted to examination only after submitting 
case reports that meet the required standards of the board and 
that have been approved by the committee on credentials 
and requirements. 

Case reports must be submitted within one year from the 
time of such request; otherwise a new application must be filed. 
The case reports shall conform to conditions which the board 
may from time to time specify. 

Case reports must be received in the office of the board by 
January 1 for those who desire to be considered for the spring 
(May-June) examinations of the board and by July 1 for the 
fall (October-November) examinations. There will be no ex- 
ceptions to these two deadlines. 

The 35 case reports must be of a diversified nature and must 
be submitted to the office of the board together with before and 
after photographs. They should be of the following distribution: 

1. Cleft lip: 1 to 3 cases 

2. Cleft palate: 1 to 3 cases 

3. Traumatic defects requiring reconstructive surgery: 

(a) Face and neck: 2 to 4 cases 

(b) Body: 1 to 4 cases 

(c) Extremities: 1 to 6 cases 

4. Acute burns: 2 to 4 cases 

5. Fracture of facial bones, excepting nasal fractures: 1 to 
3 cases 

6. Esthetic operations of sufficient variety: 6 to 12 cases 

7. Plastic surgery of the hand: 2 to 4 cases 

8. Malignancies, or conditions prone to malignancies (erad- 
ication and repair ): 

(a) Face: 2 to 4 cases 

(b) Body: 1 to 3 cases 

(c) Extremities: 2 to 4 cases 

9. Congenital anomalies: 1 to 6 cases 

(a) Examples: 

(1) Syndactylism 

(2) Congenital absence (partial or total) of external ear 

(3) Hypospadias 

(4) Bands (constricting ) 

(5) Thyroglossal duct cyst 

(6) Extensive nevi, ete. 

If the case reports and lists of operations are approved, the 
candidate will receive subsequent information regarding taking 
the examinations. The board at its discretion may request cer- 
tification of case reports by the hospital where the operations 
were performed. The following form should accompany the 
case reports: “I hereby certify that the planning and essential 
surgical procedures described herein were carried out by me 
as an independent operator.” 

Every candidate’s final acceptability for examination is based 
not only on the evaluation of his training qualifications, but on 
his professional ability as a plastic surgeon, his ethical standing 
in the community, and the strict limitation of his work to 
plastic surgery. 

A candidate should remember that these case reports are 
documentary evidence of his ability and that the material in 
them and the manner of presentation are important evidences of 
his ability. 

EXAMINATIONS 


In instances where a candidate submits case reports that do 
not meet the standards of the board, he will be required to 
submit additional case reports or an entirely new set of 35 
within a period of one year. If this second series of case reports 
again do not meet the standards of the board, the candidate 
may be required to take additional training (of length and type 
specified by the board ) before he will be allowed to submit any 
further case reports. 

After a candidate has been notified that he has fulfilled the 
preliminary requirements and that his case reports have been 
approved, he will be required to take the qualifying examina- 
tion within a period of three vears. 

After approval of the case reports, and prior to the exami- 
nation, the candidate will be visited at his place of practice by 
a member or members of the board to observe him operate and 
to examine a number of his pre-operative and post-operative 
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The qualifying examinations are given twice yearly, in the 
spring and fall. The spring examination is given immediately 
preceding, during, or following the annual meeting of the Amer- 
ican Association of Plastic Surgeons (usually in May), and the 
fall examination is given immediately preceding, during, or 
following the annual meeting of the American Society of Plastic 
and Reconstructive Surgery (usually in October). Candidates 
are required to go to the designated center for the qualifying 
examination, which will last three days. These centers will be 
the city in which the meetings of these two organizations are 
held if the proper clinic and hospital facilities are available, 
otherwise in some nearby city where such material is available. 
Arrangements for all examinations are made by the examination 
committee. 

A written examination will consume all of the first day and 
half of the second day. An oral and practical examination will 
consume the afternoon of the second day and all of the third 
day. The subjects of the written examination are (1) theory 
and practice of plastic surgery, (2) applied anatomy, applied 
physiology, (3) pathology, bacteriology, clinical laboratory 
methods (pharmacology ), (4) reaction of tissue to injury, sur- 
gical accidents, anesthesia. A general oral examination pertain- 
ing to plastic surgery will be given. In the practical part of the 
examination, the examiners will present a group of patients for 
examination by the candidates, and the candidates will be 
quizzed on methods of procedure—diagnosis, treatment, tech- 
nique, and so on. Slides of preoperative conditions will be shown 
on a screen and the candidate asked to make a quick diagnosis 
of the items and to tabulate in the order of their importance 
the methods of treatment. Microscopic slides of the average 
pathological tissue falling within the province of the plastic 
surgeon will be given the candidates, and they will be asked 
to write a description and diagnosis. 


GRADES 


To be considered! +s passing, the candidate will be required 
to receive a grade of at least 65% in each portion of the written 
examination and an average grade of 75% on the entire written 
and oral examination. 

CERTIFICATION 


After a candidate has met the requirements for eligibility and 
passed the examinations of the board, a certificate attesting his 
qualifications in plastic surgery will be issued to him by the 
board, signed by its officers and having the seal of the board 
affixed thereto. It shall be the prerogative of the board to de- 
termine the fitness professionally and ethically of any candidate 
for its certificate, and the action or decision of the board regard- 
. ing the certification of any candidate shall be final. 


FEES 


The tee for application and examination is $150. Of this sum, 
$25 must accompany the application and the remaining $125 
must be paid when the candidate is notified of acceptance for 
examination. There will be no refunds. This fee may be in- 
creased at the discretion of the board. The board is a nonprofit 
organization, and the fees of candidates are used solely for 
defraying the actual expenses of the board. The members of the 
board serve without remuneration. Because of the limited num- 
ber of surgeons certified by this board it is necessary for a 
limited time to request a voluntary annual contribution of $10 
from diplomates after the first year’s certification to help defray 
expenses. 


AMERICAN BOARD OF PREVENTIVE MEDICINE 


Ernest L. Srespsins, Chairman, Baltimore 

V. A. Van VoLKeNBURG, Vice-Chairman for Public Health, 
Albany, N. Y. 

Ropert A. Kenor, Vice-Chairman for Occupational Medicine, 
Cincinnati 

Oris O. Benson, Vice-Chairman for Aviation Medicine, 
Washington, D. C. 

GayLorp W. ANDERSON, Minneapolis 

J. H. Battie, Toronto, Canada 

Ricuarp F. Boyp, San Francisco 

LeRoy E. Burney, Washington, D. C. 
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A. G. Kam™Menr, Pittsburgh 

MatrTuew R. Kinpe, Battle Creek, Mich. 

Lancpon C. NewMan, Washington, D. C. 

James H. Sterner, Rochester, N. Y. 

Jan H. Tiiuiscu, Rochester, Minn. 

Fe.ix J. UNpErwoop, Jackson, Miss. 

Tom F. Wuayne, Secretary-Treasurer, University of Pennsyl- 
vania, Philadelphia 4, Pa. 


ELGIBILITY REQUIREMENTS 


Except as mentioned later, each applicant for a Certificate in 
Public Health, Aviation Medicine or Occupational Medicine is 
required to meet certain eligibility requirements and to pass an 
examination. Such eligibility requirements are set forth in the 
by-laws of the Board. For the information of applicants such 
requirements are briefly outlined below; but for a full statement 
thereof reference must be made to the by-laws, as from time to 
time in force, by which alone such requirements are governed: 


GENERAL REQUIREMENTS 


1. Good moral character and high ethical and professional 
standing; 

2. Graduation from a medical school in the United States or 
Canada approved by the Council on Medical Education and 
Hospitals of the American Medical Association, or from a for- 
eign school satisfactory to the Board; 

3. An internship of at least one year in a hospital approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association or in a foreign hospital satis- 
factory to the Board; and 

4. Licensure to practice medicine in the United States or in 
the Dominion of Canada. 


SPECIAL REQUIREMENTS IN PUBLIC HEALTH 


1. Successful completion (after internship) of at least one 
academic year of graduate study leading to the degree of Master 
of Public Health or an equivalent degree or diploma; or train- 
ing or study deemed by the Board to be substantially equivalent 
to such graduate study; 

2.°Residency (after internship) of at least two years of field 
experience in general public health practice, which includes 
planned instruction, observation, and active participation in a 
comprehensive, organized, public health program, one year of 
which may be an approved clinical residency in a field directly 
related to public health; 

3. A period (after internship) of not less than three years, in 
addition to 1 and 2 above, of special training in or teaching or 
practice of public health; and 

4. Limitation of practice to full-time teaching or practice of 
public health as a specialty. 


SPECIAL REQUIREMENTS IN AVIATION MEDICINE 


1. Successful completion (after internship) of at least two 
academic years of graduate study in preventive medicine and 
aviation medicine, one year of which graduate study shall be in 
a school of public health accredited for the purpose of such 
graduate study by the American Public Health Association and 
one year of which shall be in a school of aviation medicine ac- 
credited for the purpose of such graduate study by the Council 
on Medical Education and Hospitals of the American Medical 
Association; or training and study deemed by the Board to be 
substantially equivalent to such graduate study. 

2. *Residency (after internship) of at least one year of 
supervised experience in aviation medical practice, which in- 
cludes planned instruction, observation, and active participation 
in a comprehensive, organized program of aviation medicine; 

3. Supervised practice of aviation medicine (after internship ) 
of not less than one year, in addition to 1 and 2 above, of special 
training in or teaching or practice of aviation medicine; 


* Approval of Residency training is in the process of develop- 
ment. Until such time as an adequate program of Residency is 
developed, field training will be evaluated by the Board on an 
individual basis. Information as to approved residencies may be 
obtained from the Council on Medical Education and Hospitals 
or from the Secretary of the Board. 
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4. A period (after iiernship) of not less than two years, in 
addition to 1, 2 and 3 above, of special training, teaching, re- 
search or practice of aviation medicine; 

5. Limitation of practice to full time teaching, research or 
practice of aviation medicine; 

6. Regular and frequent participation in aerial flight. 

Credit for training and experience in public health or aviation 
medicine while in military service will be considered on an indi- 
vidual basis depending on the type of service. 


SPECIAL REQUIREMENTS IN OCCUPATIONAL MEDICINE 


1. Successful completion (after internship) of at least two 
academic years of graduate study in preventive and occupa- 
tional medicine in a school of medicine, or a school of public 
health. The schools in which such instruction is provided shall 
be accredited for graduate study by the Council on Medical 
Education and Hospitals of the American Medical Association 
or the American Public Health Association, in accordance with 
the jurisdictions of these accrediting agencies; or training and 
study deemed by the Board to be substantially equivalent to 
such graduate study. 

2. Completion (after internship) of not less than one year, in 
addition to 1 above, of supervised experience (residency ) in oc- 
cupational medical practice in an industrial or medical organiza- 
tion. This residency shall provide planned instruction, observa- 
tion and active participation in a comprehensive program of 
occupational medicine; or a comparable period of experience 
deemed by the Board to be substantially equivalent to such year 
of supervised experience. 

3. A period (after internship) of not less than three years, 
in addition to 1 and 2 above, of special training in or teaching 
or practice of occupational medicine. 

4. Limitation of practice to full time teaching, research, or 
practice of occupational medicine. 


APPLICATIONS 


Each application for examination must be made on the pre- 
scribed form (which may be obtained from the Secretary ), and 
be accompanied by the required documentation and must be 
filed with the Secretary, ordinarily not less than 90 days prior to 
the date of examination. The application must also be ac- 
companied by the application fee and two recent, clear, un- 
mounted, autographed photographs of the applicant one of 
which should be attached to the application and the other un- 
attached. 

FEES 


The fee for application and examination is $90, payable as 
indicated below; additional fees are payable tor re-examination, 
but no additional fee is payable for issuance of a Certificate. 

Application fee $15.00. No application will be con- 
sidered unless accompanied by the application fee. The applica- 
tion fee is not refundable. 

Examination fee............ $75.00. This fee is payable when the 
applicant is notified of acceptance for examination, and, if paid 
prior thereto, is not refundable after such notification has been 
given, 

No member of the Board is authorized to give informal opin- 
ions as to the eligibility of candidates. The determination of 
elgibility will be made only by the Board after receiving full 
application information. Each candidate must comply with 
Board regulations in effect at the time the examination is taken 
and also those in effect at the time the Certificate (if any) is 
issued, regardless of when his original application was filed. An 
applicant declared ineligible for admission to examination may 
refile or reopen his application on the basis of new or additional 
information within two years of the filing date of his original 
application without payment of an additional application fee. 

Applicants who are declared eligible for examination but who 
fail to submit to examination within three years of the date of 
the filing of the application are required to file a new application 
and pay a new application fee. 


EXAMINATIONS 
Examinations will be held from time to time and in various 
places depending upon need as indicated by applications re- 
ceived. Examinations will ordinarily be held in connection with 
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cic auuual meetings of one or more of the sponsoring societies 
and may also be held at other times and other places so located 
geographically as to minimize travel for the applicants. 

The examination consists of three parts: 

Part 1 consists of a comprehensive written examination de- 
signed to test the knowledge of the applicant in the general field 
of preventive medicine. Part 2 is a comprehensive written ex- 
amination designed to test the knowledge of the applicant in 
the special field in which he requests certification. Part 3 is an 
oral or practical examination which will usually be held at the 
completion of the written examinations. An endeavor will be 
made to adapt the details of the oral or practical examination to 
each candidate's experience and practice. The examiners. will 
report upon each candidate to the assembled Board, by which 
the results of the examination will be considered. 


CERTIFICATION 


Upon satisfactory completion of the examination and proof to 
the satisfaction of the Board that the applicant is eligible for 
certification, a Certificate will be issued to the effect that the 
applicant has been found to be possessed of special knowledge 
in the field specified in his application. The Certificate will be 
signed by officers of the Board and will have its seal affixed. 
Each Certificate remains the property of the Board, but the 
person to whom it is issued is entitled to its possession unless 
and until it is revoked. Any Certificate issued by the Board 
may be revoked if evidence, satisfactory to the Board, is pre- 
sented that the applicant was not eligible to receive it at the 
time of application or issuance, or that he misstated, mis- 
represented or concealed any pertinent fact, or that his license 
to practice medicine has been suspended or revoked, or that 
he has ceased to be engaged in the teaching or practice of the 
specialty in which he has been certified. The issuance of a Cer- 
tificate to any person does not constitute such person a member 
of the Board. 

PLEDGE 


Each candidate is required to sign the following pledge. 

“IT hereby pledge myself to the highest ethical standards in 
the practice of” the specialty. 

The above requirements for certification are undergoing re- 
vision at the present time. Communications regarding such re- 
visions should be addressed to the Secretary of the American 
Board of Preventive Medicine. 


AMERICAN BOARD OF PROCTOLOGY 


Harry E. Bacon, President, Philadelphia 

Hyrum R. ReicHMAN, President Elect, Salt Lake City 

A. W. Martin Marino, Vice President, Brooklyn, N. Y. 

Garnet W. Auct, Washington, D. C. 

Freperick B. CAMPBELL, Kansas City, Mo. 

Wacter A. Minneapolis 

Louris E. Moon, Omaha 

Rosertr J. Rowe, Dallas, Texas 

R. A. SCARBOROUGH, San Francisco 

Sruartr T. Ross, Secretary, 520 Franklin Ave., 
Garden City, N. Y. 


QUALIFICATIONS AND REQUIREMENTS 
General 


All candidates shall comply with the following regulations: 

1. A candidate shall possess moral, ethical and professional 
qualifications acceptable to the Board. 

2. He shall possess full citizenship in the country where he 
practices. 

3. He shall limit his practice to proctology, shall appear 
personally before the Board and shall submit to the required 
examinations, 

4. He shall deliver to the Board upon request an official 
record of patients hospitalized by him during the year prior to 
the date of submission of the application. 

5. He shall submit a bibliography of papers and books pub- 
lished by him. 
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Professional Qualifications 


1. He shall be a graduate of a medical school approved by 
the Council on Medical Education and Hospitals of the Amer- 
ican Medical Association. 

2. He shall possess a license to practice medicine in the 
country of his residence. 

3. He shall have completed an internship, preferably of the 
general rotating type, of not less than 12 months in a hospital 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 


Special Professional Qualifications 


He shall have completed: 

1. Two years of approved general surgical residency and two 
years of approved proctologic residency; or 

2. Three years of approved general surgical residency and 
one year of approved proctologic residency by special arrange- 
ment with the Board; or 

3. Three years of approved general surgical residency and 
two years of approved proctologic precepteeship by special ar- 
rangement with the Board: or 

4. Two years of approved general surgical residency and 
three years of approved proctologic precepteeship. 


APPLICATIONS 


Each candidate for examination shall submit an application 
prepared upon the prescribed form which may be obtained from 
the Secretary of the Board. It shall contain a record of the 
candidate’s premedical and medical training, internships, resi- 
dencies, precepteeships, other post-graduate study, hospital and 
dispensary appointments, teaching positions, service in the 
Armed Forces, service in federal, state or local government, 
membership in medical societies and any additional information 
considered valuable by the Board. 

The application shall be signed by two proctologists. It shall 
be accompanied by two unmounted autographed recent photo- 
graphs of the candidate, letters of endorsement from appro- 
priate sources and the application fee. It shall be filed with the 
Secretary not less than 90 days prior to the date of examination. 


EXAMINATIONS 


Examinations are conducted at times and places determined 
by the Board and are announced in THE JouRNAL of the Amer- 
ican Medical Association. 

Seventy-five per cent is the passing grade on all examinations. 

Examination papers are identified only by numbers and the 
examiners do not know the identity of the examinees. 

Part I: This consists of a comprehensive written examination 
in the basic sciences, including anatomy, physiology, pathology, 
bacteriology and biochemistry. The examination is held in the 
fall of the year simultaneously in several cities of the United 
States. 

Upon approval of the American Board of Proctology, candi- 
dates who have passed Part I examinations of the American 
Board of Surgery and who have completed required training in 
proctology may not be required to take Part I of the examina- 
tions of the American Board of Proctology. 

Part Il: This is a practical examination which is held in the 
community in which the candidate conducts his professional 
activities. (It may be omitted at the discretion of the Board, 
in which case the candidate will be notified by the Secretary. ) 
It is endeavored to arrange the examination at a time suitable 
to both the candidate and the examiner. The examination in- 
cludes inspection of: 

1. Surgical operations. 

2. Hospital rounds. 

3. Hospital and office records. 

4. Office practice. 

Part III: This consists of comprehensive written and oral 
examinations on the theory and practice of proctology, and in- 
cludes roentgenologic interpretation. The examination is usually 
held in the fall of the year in one designated city of the United 
States. The candidate is not admitted to Part III examinations 
until he has completed the requirements of Part IL. 
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The oral portion of the examination is conducted by members 
of the Board or its designated examiners. An attempt is made to 
ascertain the candidate’s knowledge of current proctologic 
literature, his knowledge of the basic sciences, and the extent 
of his clinical experience and other qualifications. 


FEES 


Application fee: A fee of $25.00 shall accompany the appli- 
cation. 

Examination fee: A fee of $150.00 is due and payable when 
the candidate is notified that he has been approved for ex- 
amination. 

No fee shall be returned to the candidate without Board 
approval. 

All fees shall be made payable to The American Board of 
Proctology and shall be sent to the Secretary. ~ 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY 


Grorce N. Ratings, President, Washington, D. C. 
I. YAKoviev, Vice-President, Boston 
Harvey Bart ce Jr., Philadelphia 
C. H. Harpiw Brancu, Salt Lake City 
Henry W. Brosin, Pittsburgh 
Russett N. DeJonc, Ann Arbor, Mich. 
L. M. Eaton, Rochester, Minn. 
Knox H. Finvey, San Francisco 
Francis M. Forster, Washington, D. C. 
Francis J. Gerry, Chicago 
MALAMubD, Boston 
Davip A. Boyp Jr., Secretary-Treasurer 
102-110 Second Ave. S. W., Rochester, Minn. 


APPLICATION 


An application, in order to be considered at any meeting of 
the Board, must be in the hands of the Secretary of the Board 
not less than 90 days before the date of such meeting. A proper 
application form may be obtained from the Secretary. Applica- 
tion may be made for certification in psychiatry or in neurology 
or in both fields. Applications will be formally considered only 
when made on the official application blank in such form as 
may be adopted from time to time by the Board and when 
accompanied by an application fee in such amount as may be 
fixed by the Board. 

The Secretary of the Board, upon receipt of an application, 
shall forthwith make inquiries from those to whom the candi- 
date refers and from such other persons as the Secretary may 
deem desirable and shall verify the candidate’s record from 
the biographical records of the American Medical Association, 
after which he shall forward the application te the Committee 
on Credentials. This Committee shall consider the application 
and other information available and notify the Secretary 
whether the application is accepted. The certification of a can- 
didate in either psychiatry or neurology, or both, shall be ap- 
proved by a majority of the members of the entire Board at 
any meeting held for such certification. 


FORM OF CERTIFICATION 


There shall be separate certification in psychiatry and in 
neurology and two certifications or a combined certification for 
those qualified in both fields. The certifications shall be in such 
form as is approved by the Board of Directors. 


GENERAL REQUIREMENTS 


Each application for a certificate must establish that: 

(a) He is a physician duly licensed by law to practice 
medicine, 

(b) He is of acceptable ethical and professional standing. 

(c) He is now a member of the American Medical Asso- 
ciation. Exceptions to the foregoing may be made at the dis- 
cretion of the Board for good and sufficient reasons. 

(d) He has satisfactorily completed adequate training in 
psychiatry or neurology, or both, as a specialty. 
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CLASSES OF APPLICANTS 


Class A 


Applicants who graduated from an approved medical school 
before the foundation of the Board (1934) will not be held 
to the strict interpretation of the published requirements in 
formal graduate training. Under such circumstances the Board 
will consider the training and experience of the applicant and 
decide whether or not he will be admitted to the examinations. 
After January 1, 1954, for such graduates the Board will con- 
sider ten years of full-time acceptable experience in psychiatry 
or neurology in lieu of the formai training requirements. Should 
the candidate then apply for supplementary certification, the 
Credentials Committee will require five years of additional 
acceptable experience in the supplementary field. 


Class B 


Applicants who graduated from an approved medical school 
after 1934 shall fulfill the following special requirements. 


PROFESSIONAL EDUCATION 


1. Graduation from a medical school in the United States 
or Canada approved by the Council on Medical Education and 
Hospitals of the American Medical Association. In the case of 
an applicant whose medical training has been received outside 
the United States and Canada, such training must be satisfactory 
to the aforementioned Council. 

2. Satisfactory completion of a year’s internship approved 
by the same Council in General Medicine, General Surgery, 
Pediatrics or a rotating service. 

3. The nine-month wartime internship will be accepted as 
an equivalent of one year. 


SPECIALIZED TRAINING 


Admission to the examination for certification in psychiatry 
or in neurology requires a total of five calendar years of train- 
ing and experience, three years of which must be specialized 
training satisfactorily completed in approved training centers, 
plus two years of experience. Admission to the examination for 
certification in both psychiatry and neurology requires a total 
of six calendar years of training and experience, five years of 
which must be specialized training satisfactorily completed in 
approved training centers, plus one year of experience. The 
specialized training may be subdivided into two and one-half 
years each in psychiatry and neurology or three years in one 
subject and two years in the other. The required years of ex- 
perience should be spent in clinical practice with major respon- 
sibility for the care of patients. 

All applicants who wish to qualify for examination for cer- 
tification in psychiatry or neurology under the regulations re- 
lating to training credit and who began training on or after 
July 1, 1956, must show that at least 24 months of their resi- 
dency training have been secured in residency training programs 
approved for at least two years of residency training in the 
specialty in which they seek certification. 

The training for psychiatrists should include clinical work 
with psychoneurotic and psychotic patients, combined with the 
study of basic psychiatric sciences, medical and social psy- 
chology, psychopathology, psychotherapy, and the physiological 
therapies, including a basic knowledge of the form, function 
and pertinent pathology of the nervous system. The training 
should be supervised and guided by teachers competent to de- 
velop skill and understanding in the utilization of such basic 
knowledge in dealing with patients. Mere factual knowledge is 
not sufficient. This training period should include instruction 
in the psychiatric aspects of general medical and surgical con- 
ditions and the behavior disorders of children and adolescents 
sufficient to develop practical ability to direct the treatment of 
such conditions. It should also include collaborative work with 
social workers, clinical psychologists, courts, and other social 
agencies. The training program of the candidate for certifica- 
tion in psychiatry should include sufficient training in neurology 
to enable him to recognize and to evaluate the evidences of 
organic neurological disease. 

The training for neurologists should be based on clinical work 
with adults and children with neurological disorders, including 
the neurological complications of medical and surgical condi- 
tions. This should be combined with study of the basic 
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neurological sciences, neuroanatomy, neurophysiology, neuro- 
pathology, and neuroroentgenology. This training should be 
supervised and guided by teachers competent to develop skill 
and understanding in the utilization of such basic knowledge 
in dealing with patients. Mere factual knowledge is not suffi- 
cient. This training should include sufficient training in psy- 
chiatry to enable the candidate to recognize and evaluate the 
common psychiatric reactions. 

The Board offers the foregoing two paragraphs as an outline 
of desirable training. If, however, the candidate has evidence 
of equivalent qualifications of training and experience not in 
the pattern here formulated, this evidence with appropriate 
documentary support may be included in his application for 
evaluation and possible approval by the Board. 

Candidates seeking certification in both neurology and psy- 
chiatry, or supplementary certification in one after being cer- 
tified in the other, must submit evidence satisfactory to the 
Board of an additional two years of full-time basic training in 
the supplementary specialty. 

Thus, no candidate is eligible for examination by the Board 
until he has completed at least five years of special training 
and experience in neurology or in psychiatry for a single cer- 
tificate, or at least six years of special training and experience 
in neurology and psychiatry for certification in both neurology 
and_ psychiatry. 

The Board will give not more than six months of credit for 
not less than six months of training in an approved training 
center for Internal Medicine or Pediatrics in lieu of six months 
of experience to candidates for the certificate in psychiatry 
or neurology, but not to candidates for certification in both 
psychiatry and neurology. 

The Board will give credit for one year of training in Child 
Psychiatry providing it is the third year of the required three 
years of special training required by the Board and providing 
it is taken in a center approved by this Board for training in 
Child Psychiatry. After July 1, 1956, training credit for work 
in the field of Child Psychiatry may be gained only by participa- 
tion in a hospital residency training program that is regularly 
approved. After that date, all independent training approval of 
psychiatric clinics for children is discontinued. 


TRAINING IN THE ARMED FORCES 


Training and experience credit toward requirements for exam- 
ination will be granted for military duty in the Korean emer- 
gency under certain conditions. This policy relates to active 
military medical duty since July 1, 1950. One year of training 
credit will be granted for one year spent in full-time psychi- 
atric and/or neurological duties. Additional training credit will 
be granted for that amount of time spent in approved training 
programs. Experience credit will be granted for any remaining 
time spent in full-time psychiatric and/or neurological assign- 
ments. Double credit will not be granted for any single period 
of time. 

For military duty after January 1, 1954, only experience credit 
will be granted for full-time psychiatric and/or neurologic 
duties. Training credit will be granted for residency assign- 
ments in regularly approved training program. 


EXAMINATIONS 


Dates and places of examinations shall be set by the Board at 
its discretion and shall be announced in THe JournNAL of the 
American Medical Association, in the American Journal of Psy- 
chiatry, in Journal of Nervous and Mental Diseases, and in the 
A. M. A. Archives of Neurology and Psychiatry. 

Though the purpose of the examination is to test the com- 
petence of the candidate in psychiatry or neurology or both, it 
must not be forgotten that both these medical disciplines con- 
stitute part of the broad field of general medicine. The Board 
requires some proficiency in neurology on the part of those it 
certifies in psychiatry and vice versa, but examines the candi- 
date in accordance with the certificate he seeks. The exam- 
inations will be of such type that no adequately trained person 
will fail, and yet they will be sufficiently searching so that the 
specialist in fact may be separated from the specialist in name. 
The practical examination will include the examination of pa- 
tients under the supervision of the examiner. The manner of 
examining patients, and the reasoning and deductions therefrom, 
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will constitute an important part of the examination. Oral an ' 
practical examinations will be given in the basic sciences with 
special regard to their clinical implications. Written examinations 
may be given at the discretion of the Board. The examination 
for certification in psychiatry will differ from the examination 
for certification in neurology. 


FEES 


The candidate upon filing his application shall accompany it 
with an application fee of $50.00, which is not returnable. If a 
preliminary written examination has been decreed, an additional 
$25.00 fee will be required at the time of the applicant’s ac- 
ceptance. When notified by the Secretary that he is accepted for 
the oral and practical examination, the candidate shall send to 
the Secreteary an examination fee of $75.00. A candidate who 
has been certified in either psychiatry or neurology and who 
has been admitted to supplementary examination for the other 
certificate shall pay an additional examination fee of $75.00. 

Any candidate who finds himself unable to attend an exam- 
ination to which he has been admitted and does not notify the 
Secretary at least three (3) months before the date of the 
examination will forfeit his examination fee. Any candidate who 
fails to appear for examination within a period of three (3) 
years following the date of notification of eligibility for exam- 
ination shall be required to submit a new application and pay 
the attendant fee. If a candidate dies before his certificate is 
issued, all fees will be returned to his estate. 


AMERICAN BOARD OF RADIOLOGY 


Donacp S. Cuivvs, President, Syracuse, N. Y. 
B. P. WipMANN, Vice-President, Philadelphia 
James W. J. Canpenpber, Treasurer, Chicago 
Rosert P. Barpen, Philadelphia 
Joun D. Camp, Los Angeles 
E. L. Jenkinson, Chicago 
Tratan Leucutta, Detroit, Mich. 
F. W. O'Brien, Boston 
Douc.ias Quick, New York 
Leo G. RicLer, Minneapolis 
LAuRENCE L. Rossins, Boston 
Ernest H. Woop, Chapel Hill, N. C. 
H. Dasnry Kerr, Secretary, Kahler Hotel Building, Roch- 
ester, Minn. 
CERTIFICATES 


A certificate granted by this board does not of itself conter, 
or purport to confer, any degree, or legal qualifications, priv- 
ileges, or license to practice radiology. Certificates of the board 
shall be issued in one of three categories: 

1. Radiology: that branch of medicine which deals with the 
diagnostic and therapeutic application of radiant energy includ- 
ing roentgen rays, radium and radioisotopes. 

2. Diagnostic Roentgenology: that branch of radiology which 
deals with the diagnostic application of roentgen rays. 

3. Therapeutic Radiology: that branch of radiology which 
deals with the therapeutic application of roentgen rays, radium 
and radioactive isotopes. 

4. Radiological Physics: that branch of physics which deals 
with the medical application of roentgen rays, gamma rays, 
radioisotopes, nuclear reactions, and particle accelerators. 

5. Roentgen-ray and Gamma-ray Physics: that branch ot 
radiological physics which deals with roentgen rays and gamma 
rays. 

6. Medical Nuclear Physics: that branch ot radiological 
physics which deals with radioisotopes, nuclear reactions and 
particle accelerators. 

GENERAL REQUIREMENTS AND QUALIFICATIONS 

Each applicant shall be required to present evidence that he 
has met the following standards: 

1. Satisfactory moral and ethical standing in the profession. 

2. A license to practice medicine in the state or county in 
which he resides. 

3. Holds himself out to be a specialist in radiology or one 


of its branches as defined and devotes his time to the practice 
of radiology or one of its branches. 
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4. He is a citizen of the United States or Canada. A candi- 
date from another country must be a permanent resident of that 
country and a citizen thereof. 


PROFESSIONAL EDUCATION 


1. Graduation from a medical school recognized by the Coun- 
cil on Medical Education and Hospitals of the American Med- 
ical Association. 

2. Completion of an internship of not less than one year in a 
hospital approved by the same Council. After completion of the 
internship, there shall be a period of special training (length of 
time as indicated below) in an approved Department of Radi- 
ology. 

Radiology: Those beginning their training before July 1, 1956, 
must have three years’ formal residency training in an approved 
Department of Radiology. 

Those beginning their training on July 1, 1956, or thereafter 
must have three years’ formal residency training in an approved 
Department of Radiology plus an additional year of either fur- 
ther training or practice. The three year training period must 
include the equivalent of six months (total) in Pathology and 
Isotopes. 

Those beginning their training on July 1, 1956, or thereafter 
will be required to take a written examination in Physics (in- 
cluding Physics of Isotopes) and Pathology at the completion 
of their formal training. Acceptance for the oral examination is 
contingent upon passing the written examination. (The written 
examination in the above two mentioned phases of Radiology 
will abolish the oral). 

Diagnostic Roentgenology: Those beginning their training be- 
fore July 1, 1956, must have two and one-half years’ formal 
residency training in an approved Department of Radiology. 
The equivalent of six months of this time must have been de- 
voted to Pathology. 

Those beginning their training on July 1, 1956, must have two 
and one-half years’ formal residency training in an approved 
Department of Radiology (the equivalent of six months of 
which time must have been devoted to Pathology ) plus an addi- 
tional year of either further training or practice. 

Those beginning their training on July 1, 1956, or thereafter 
will be required to take a written examination in physics and 
pathology at the completion of their formal training. Acceptance 
tor the oral examination is contingent upon passing the written 
examination. (The written examination in the above two men- 
tioned phases of Radiology will abolish the oral). 

Those beginning their training on July 1, 1957, or thereafter 
will be required to take three years’ formal residency training in 
an approved Department of Radiology—the first year of which 
must be spent in basic training (Pathology, Physics and Basic 
Radiological Techniques ) followed by two years’ clinical train- 
ing. They will also be required to take an additional year ot 
either further training or practice. (Written examination also 
required for these candidates. See above paragraph ). 

Therapeutic Radiology: Those beginning their training before 
July 1, 1956, must have two and one-half years’ formal resi- 
dency training in an approved Department of Radiology. The 
equivalent of six months of this time must have been devoted to 
Pathology. 

Those beginning their training on July 1, 1956, must have 
two and one-half years’ formal residency training in an approved 
Department of Radiology (the equivalent of six months of 
which time must have been devoted to Pathology) plus an ad- 
ditional year of either further training or practice. 

Those beginning their training on July 1, 1956, or thereafter 
will be required to take a written examination in Physics (in- 
cluding Physics of Isotopes) and Pathology at the completion ot 
their formal training. Acceptance for the oral examination is 
contingent upon passing the written examination. (The written 
examination in the above two mentioned phases of Radiology 
will abolish the oral). Those beginning their training on July 1, 
1957 or thereafter will be required to take three years’ formal 
residency training in an approved Department of Radiology—the 
first year of which must be spent in basic training ( Pathology, 
Physics, Physics of Isotopes and Basic Radiologic Techniques ) 
followed by two years’ clinical training. They will also be re- 
quired to take an additional year of either further training or 
practice. (Written examination also required for these candi- 
dates. ) 
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Those applying for Therapeutic Radiology alone must show 
evidence of personal experience in the use of intracavitary and 
interstitial radium or equivalent sources, as well as proficiency 
in Roentgen Therapy. 

Prior to July 1, 1960, those candidates desiring to be certified 
in either Radiology or Therapeutic Radiology, will be urged to 
take an examination in Nuclear Medicine. 

Those candidates previously certified in Roentgenology de- 
siring to complete their certificate in Radiology (including 
Nuclear Medicine) will be required to have the equivalent of 
six months’ full-time radium and isotope training in an ap- 
proved Department of Radiology. 

Prior to July 1, 1960, those candidates who have been pre- 
viously certified in Roentgenology and who do not desire to be 
examined in Nuclear Medicine must have the equivalent of 
three months’ full time radium training in an approved Depart- 
ment of Radiology. 

EXAMINATIONS 


Usually two examinations are held each year. At present, 
examinations are practical and oral, although written exam- 
inations are to be added as noted above. The examinations are 
designed to test the candidate’s fitness to practice radiology or 
one of its branches as a specialty. 

The examination consists of tests in film interpretation and an 
oral examination in pathology, physiology, radiophysics, and 
radiobiology, as well as the clinical application of roentgen rays, 
radium, and radioactive isotopes. The applicant is also examined 
in “professional adaptability,” in an attempt to ascertain his at- 
titude toward his fellow practitioners and his patients. 


AMERICAN BOARD OF SURGERY 


GustaF E. Linpsxoc, Chairman, New Haven, Conn. 
FRANK GLENN, Vice-Chairman, New York 
Cietus W. SCHWEGMAN, Associate Secretary, Philadelphia 
Joun J. McKeown Jr., Assistant Secretary, Philadelphia 
WILLIAM A. ALTEMEIER, Cincinnati 
Joe. W. Baker, Seattle 
Howarp H. BrapsHaw, Winston-Salem, N. C. 
Ouiver Cope, Boston 
E. De Baxey, Houston, Texas 
J. ENGLEBERT Dunpuy, Boston 
K. Livincston, Portland, Ore. 
P. Loncmine Jr., Los Angeles 
Wa G. Mappock, Chicago 
CARLETON MATHEWSON Jr., San Francisco 
H. Scorrt Jr., Nashville, Tenn. 
Harris B. SHUMACHER Jr., Indianapolis 
WiLuiaAM H. Snyper Jr., Los Angeles 
Ropert M. Zo_uincer, Columbus, Ohio 
Joun B. Fick, Secretary-Treasurer, 225 S. 15th St., Phil- 
adelphia, Pa. 
GENERAL QUALIFICATIONS 


An ethical standing in the profession and a moral status in the 
community which are satisfactory to the Board. 
Engagement in the practice of surgery. 


PRELIMINARY TRAINING 


Graduation from an approved medical school in the United 
States or Canada or from medical schools acceptable to the 
Board in other countries. 

Completion of an internship (straight or rotating) of not less 
than one year in a hospital approved by the Council on Medical 
Education and Hospitals of the American Medical Association 
or its equivalent in the opinion of the Board. 


SPECIAL TRAINING 


The American Board of Surgery is guided by the evaluation 
of residency training programs made by the Conference Com- 
mittee on Graduate Training in Surgery and does not itself con- 
duct such surveys. 

The Board interprets the term “general surgery” in a com- 
prehensive manner and expects candidates to have knowledge of 
the basic principles applied in the treatment of fractures, head 
injuries, or other forms of trauma, and of the more common 
procedures in plastic, gynecologic, orthopedic, neurologic, tho- 
racic and urologic surgery. 
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BASIC SCIENCES 


It is fundamental to the concept of an approved residency in 
general surgery that the program provide for properly organ- 
ized, integrated, and progressively graded clinical training in 
this specialty. This presupposes a continuity of clinical experi- 
ence under the supervision of the surgical staff of the hospital 
or hospitals in which such training is conducted. Accordingly, 
while recognizing the value of formal courses in the study of 
surgery and the basic sciences at approved graduate schools 
of medicine, the Board will not accept these courses as part 
of a three or four-year residency program in lieu of clinical ex- 
perience. Furthermore, the integration of basic sciences, par- 
ticularly pathology, with clinical training is considered superior 
to formal courses in these subjects. 


SENIOR YEAR 


The most important single factor in the development of a 
surgeon is the opportunity under guidance and supervision to 
grow by progressive and succeeding stages to the stature of 
complete responsibility for the surgical care of patients. Major 
operative experience and senior responsibility are essential 
parts of surgical education and training. For this reason the 
Roard cannot accept for examination candidates who have not 
had such experience in general surgery, regardless of the num- 
ber of years in training. 

Since a majority of residency training programs do not pro- 
vide a sufficient accretion of operative experience and personal 
responsibility until the completion of the senior or final year, the 
Board requires that the candidate have had this senior year in 
order to become eligible for examination. Because it is rec- 
ognized that some flexibility and well-considered experimenta- 
tion are essential to progress in surgical, as well as other forms 
of education, the Examination Committee of the Board is pre- 
pared to give individual consideration to applicants whose train- 
ing in general appears adequate although it may not meet all 
of the following specified requirements. 

Requirements for examination are subject to change and in 
each case are as published in the Board’s most recent Booklet of 
Information at the time application is submitted. 


TYPES OF PROGRAMS 


The requirements for examination may be fulfilled by either 
of two programs. These are considered to be minimal in attain- 
ing the purposes of the Board and do not preclude additional 
desirable educational experiences which may strengthen the in- 
dividual residency training program. 

The Board may, at its discretion, require that a member of 
the Board, or other designated diplomate, observe and report 
upon the clinical performance of the candidate before consider- 
ing his eligibility for examination or certification. 

The Board reserves the right to require a candidate to submit 
a list of the operative procedures performed by him during his 
training period. 

Group I Program 


Completion of a graded residency in general surgery of at 
least four years’ duration, including the senior year, in an insti- 
tution or institutions acceptable to the Board and approved for 
four years of training by the Conference Committee on Gradu- 
ate Training in Surgery is required. 

An approved four-year residency may include a research proj- 
ect or an assignment to a basic science department such as 
pathology, physiology, or anatomy, provided this is an integral 
part of the program. 

The Board accepts training of not more than one year’s dura- 
tion in “affiliate hospitals” as part of its basic formal educational 
requirements. Such “affiliate hospital” training must have been 
part of the graded residency program of an institution approved 
for four years by the Conference Committee. The senior year 
must have been spent in the parent institution holding the ap- 
proval of the conference Committee, except in those instances 
where the senior year in the “affiliate hospital” is, in the opinion 
of the Examination Committee of the Board, equivalent in train- 
ing value to the senior year in the parent institution and is un- 
der the same supervision. 

The candidate who completes only four years of an approved 
program designed for more than four years, and thus does not 
have the senior or final year of the residency, may submit his 
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qualifications for special consideration by the Examination Com- 
mittee. The Committee can recommend acceptance of the candi- 
date for examination in Group I or Group HU, provided the 
evidence indicates the candidate has had adequate operative 
experience and clinical responsibility as certified by the Chief 
of Service. 

Residency credit will be granted for surgical internship to a 
candidate who has completed a prior year of acceptable intern- 
ship when the surgical internship is part of a graded program 
approved for four years by the Conference Committee. 


Group II Program 


Completion of a graded residency in general surgery of at 
least three years’ duration, including the senior year, in an in- 
stitution or institutions acceptable to the Board and approved 
for at least three years of training by the Conference Committee 
on Graduate Training in Surgery is the basic requirement. 

Residency credit will not be granted for separate periods of 
time devoted exclusively to research or a preclinical discipline 
although the day to day integration of these disciplines with 
clinical surgery is highly desirable. The program must have in- 
cluded three years of clinical surgery and the final year must 
have been spent in the capacity of senior or chief resident. in 
general surgery. 

Two additional vears of training beyond the three years of 
residency to complete a total of five are necessary to meet the 
requirements for examination. These may include: 

(a) Practice of surgery under acceptable supervision (pre- 
ceptorship). By “acceptable supervision” is meant an arrange- 
ment with a preceptor acceptable to the Board who should 
inform the Board in writing of his willingness to assume re- 
sponsibility for the candidate’s further training. Before the 
candidate’s eligibility for examination can be considered, he will 
be required to submit to the Board a list of the operative pro- 
cedures performed by him during the period of supervised prac- 
tice, and the preceptor will be requested to vouch for the can- 
didate’s integrity, surgical judgment, and technical skill. The 
acceptance of supervised practice in fulfillment of part of the 
Board’s requirements will be contingent upon the candidate’s 
having had adequate clinical opportunities to fortify residency 
training and considerable responsibility in the care of patients, 
including the performance of major operative procedures under 
supervision. 

(b) The study of surgery and the basic sciences in an ap- 
proved graduate school of medicine on a full-time basis and for 
a consecutive period of not less than nine months, or one school 
year. Training credit in excess of twelve months will not be 
granted in this category. 

If provision has been made to study a single basic science 
such as pathology, physiology, or anatomy, up to six months’ 
credit may be granted for such study. 

Credit may be granted for a maximum of twelve months spent 
in full time surgical research under a responsible investigator 
who is acceptable to the Board. A candidate may not claim 
credit for both graduate study and research years. 

(c) Further acceptable surgical residency or fellowship train- 
ing, either in general surgery or in a recognized surgical spe- 
cialty. 

Credit as outlined above under (a), (b), and (c) will be 
applicable only toward the two years of training which Group II 
candidates must complete in addition to three years of approved 
residency in general surgery. It will not be considered as resi- 
dency credit. 

MILITARY CREDIT 

Credit not to exceed one year may be granted to those candi- 
dates who have served in military hospitals other than those 
approved for residency training, provided that the candidate has 
had a satisfactory surgical assignment with adequate and diver- 
sified clinical material and provided further that his work in 
surgery is carried out under the supervision of a surgeon ac- 
ceptable to the Board. Any such credit will be considered pre- 
ceptorship credit toward Group Il requirements and not basic 
residency credit. 
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LICENSE TO PRACTICE 


The Board requires, prior to issuance of a certificate that can- 
didates have a valid license to practice in the nation or perma- 
nent residence except in those situations in the United States or 
Canada in which a license to practice is not required, such as 
the practice of surgery by commissioned officers in the Army, 
Navy or Public Health Services of these countries. 


REQUIREMENTS FOR FOREIGN BORN 
AND FOREIGN TRAINED CANDIDATES 


Such candidates must meet the same requirements as citizens 
of the United States or Canada. The Examination Committee 
may, however, in individual instances, grant credit for foreign 
training. 

APPLICATIONS 


Prospective candidates for examination by the Board should 
carefully read the Board’s requirements. If, after becoming 
familiar with the requirements, a candidate needs advice about 
his training, or believes he has completed the requirements, he 
should submit a brief chronological outline of his training, in- 
cluding precise dates, using the Evaluation Form which will be 
furnished on request. 

Application for Examination forms are not forwarded until 
candidates are within several months of completing their train- 
ing and appear to have met all other requirements of the Board. 

Applications should be returned to the Board’s office by 
December | for candidates desiring admission to the Part I ex- 
amination in March, or by July 1 for admission to the Part I 
examination in October. 

The Board’s acceptance of candidates for examination is 
based not only upon an evaluation of their training, but also 
upon information available to the Board concerning their pro- 
fessional ability as surgeons and their ethical standing. 

Candidates are notified of their eligibility for the Part I 
examination as soon as their applications have been approved, 
and are sent a list of examination centers from which to choose. 
Candidates are not eligible for the Part Il examination until 
they have made a passing grade in Part I. 


EXAMINATION 


The qualifying examination is divided into Part I ( written ) 
and Part II (oral). In both of these a knowledge of the prac- 
tical application of the sciences fundamental to surgery is re- 
quired. 

Part I 


The examination is given simultaneously in as many centers 
throughout the United States as the Board may determine suit- 
able for the purpose and in certain military centers abroad. It 
will be held on the last Wednesday of October, 1957, March, 
1958, and October, 1958. Thereafter the Part I examination will 
be held only once a year in the late Fall, at a time to be an- 
nounced. 

The Part I examination is of the objective, multiple-choice 
type, and is administered during a half-day session. This exam- 
ination is designed to cover general surgical problems including 
the application of the basic sciences of surgery to these prob- 
lems. Questions are of various types, and are based upon the 
analysis of case histories, cause and effect relationships, and 
other pertinent situations. The examinations are composed by 
members of the Board with the technical assistance of the Edu- 
cational Testing Service. 


Part Il 


Examinations are held in ten different centers in the United 
States cach year from September to June inclusive. These are 
conducted by members of the Board and selected diplomates 
acting as guest examiners. 

The Part Il examination is oral and practical and requires 
the candidate’s presence for one day. Candidates are examined 
in clinical surgery, including diagnosis, management of pa- 
tients, and the application of anatomy, pathology, physiology, 
biochemistry, and bacteriology to surgical problems. In pathol- 
ogy, emphasis is placed on an understanding of disease proc- 
esses and their clinical implications, as well as on the recogni- 
tion of gross and microscopic lesions. The interpretation of 
roentgenograms also may be included. 
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The examination in basic sciences is integrated with clinical 
surgery and is not given separately. 


FEES 


The fee for examination is $175 payable as follows: $25 for 
registration, $75 for Part I and $75 for Part II. 

The Board is a nonprofit organization. All fees will be used, 
after a reasonable amount is set aside for necessary expenses, to 
aid in improving existing opportunities for the training of sur- 
geons. The members of the Board, except the Secretary-Treas- 
urer, serve without remuneration. 


CERTIFICATION IN THORACIC SURGERY 


Diplomates of the American Board of Surgery wishing to 
become certified in thoracic surgery are advised to communi- 
cate with the Secretary of the Board of Thoracic Surgery, 
William M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. This 
Board is an affiliate of the American Board of Surgery. 


BOARD OF THORACIC SURGERY 
(An affiliate of the American Board of Surgery) 


WituiaM E. Apams, Chairman, Chicago 
Joun C. Jones, Vice Chairman, Los Angeles 
O. THERON CLAGetTT, Rochester, Minn. 
Josepn W. Gare, Madison, Wis. 
JULIAN JoHNs Nn, Philadelphia 
Epwarp M. Kent, Pittsburgh 
Paut C. Samson, Oakland, Calif. 
Ropert New York 
Wan. M. Turr.e, Secretary-Treasurer 
1151 Taylor Ave., Detroit 2, Mich. 
For current requirements tor certification, communications 


should be addressed to the Secretary of the Board of Thoracic 
Surgery. 


AMERICAN BOARD OF UROLOGY 


Epcar Burns, President, N w Orleans 

Grayson Carrot , Vice-President, St. Louis 

Tuomas D. Moore, Memphis, Tenn. 

Rusin H. Fiocks, Iowa City 

DonaLp A. CHarnock, Los Angeles 

P. Hersst, Washington, D. C. 

Frank C. Hamm, Brooklyn, N. Y. 

WYyLanpb F. LeEApBETTER, Boston 

Nives Wisnarp Jr., Secretary-Treasurer, Indianapo- 
lis 

Mrs. Ruspy L. Griccs, Executive Secretary, 30 Westwood 
Rd., Minneapolis 26, Minn. 


REQUIREMENTS 


A. Application tor certification must be made on a special 
torm. This will be provided by the secretary and must be re- 
turned to him accompanied by other required data and creden- 
tials and by $50 of the examination fee. 

B. The applicant must have graduated from a medical school 
of the United States or Canada recognized by the Council on 
Medical Education and Hospitals of the American Medical As- 
sociation and must have completed an internship of not less than 
one year in a hospital approved by the same council. 

Requirements of graduates of foreign medical schools shall 
conform to and be similar to the requirements as demanded of 
the applicants for the accepted medical schools in the United 
States and Canada. Such applications will be considered by the 
full board on individual merits. 

C. The applicant must establish in a manner satisfactory to 
this Board that he is a physician duly licensed by law to prac- 
tice medicine and that he is of high ethical and professional 
standing. 

D. The applicant must establish that he has received special 
graduate training as follows in this order: 

1. An approved internship of at least one year. 
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2. One year in the basic sciences or clinical studies basic to 
Urology; or one year residency in general surgery or internal 
medicine. 

3. An approved graduated three-year residency in Urology, 
leading to competency in all its phases. 

E. Applicant must have an additional period of not less than 
two years in the practice of Urology in the city of his office 
or place of practice. 

F. The applicant must assure the Board that he is engaged 
in the full time practice of Urology. 


FEE 


The examination fee is $150. Fifty dollars must accompany 
the application. One hundred dollars must be paid when the 
application has been processed. Neither fee is returnable. 

Applications for certification shall be examined by the creden- 
tials committee and reviewed by the board. When additional 
data are required to complete the application, these will be 
requested by the secretary. 


REQUIREMENTS FOR CERTIFICATION 


The requirements for certification include: evidence of hos- 
pital practice including the presentation of report of 25 repre- 
sentative (not necessarily consecutive) major urologic cases 
from practice, which must contain all items essential for diagno- 
sis, therapy, prognosis, results of treatment, etc; a written exam- 
ination; pathology and oral clinical examinations. 

A. Evidences of Hospital Practice and Case Reports: 

An index, in consecutive order, of all major and minor uro- 
logic surgery (including endoscopy) done during the last two 
years of practice must be presented. This index must be verified 
by the various hospital administrators. 

The candidate must present 25 records of major urologic cases 
completed since the candidate’s residency training with hos- 
pitals, names, (or initials) and record numbers in which the 
candidate has had complete charge, responsibility and activity 
in all phases of the patient’s care. These reports must be type- 
written on 8% by 11 paper and in duplicate, but need not be on 
any special form. Please file the duplicate in your own office. 
This second copy will be called for when and if it is needed. 

Complete index lists must accompany the reports. If they are 
obtained from more than one hospital a separate index list of 
each group should be provided. These lists must state the op- 
erator’s name at the head of each page, the name (or initials ) 
of the patient, the hospital number, and the name and date of 
operation. Statements from the administrators of the hospitals 
attesting that the candidate was the operator must be included. 

The applicant must personally prepare the case reports, re- 
membering that they are documentary evidence of his ability 
and that the material in them and the manner of presentation 
are important evidences of his competence as an urologist. 

The case reports must be received on or before September 1. 

B. Written Examination: The written examination is de- 
signed to test the candidate’s preparation in and his knowledge 
of the whole field of urology, including the subjects: clinical 
urology, pathology, anatomy, physiology, embryology, bacteri- 
ology, physiological chemistry, and endocrinology. These may 
be held on certain dates simultaneously in different parts of the 
country at places convenient for candidates. 

C. Pathology: The examination in pathology will consist of 
the identification of gross specimens and of sections of tissue 
observed through the microscope. It will be held at the time of 
the oral examination. 

D. Oral-Clinical Examination: This will consist of discussions 
of urologic problems. The subjects forming the basis of this ex- 
amination are urography; diseases of the genital organs, includ- 
ing the prostate and each portion of the urinary tract and the 
adrenals. It will ascertain the candidate’s familiarity with recent 
literature, the breadth of his clinical experience, and his gen- 
eral qualifications for practice of urology. 

The professional adaptability of each candidate will be in- 
vestigated in an attempt to determine his ethical conduct and 
his attitude toward his patients and fellow practitioners. 
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INFLATION AND MEDICAL CARE 


INCE medical care and those who deliver 
S it are integral parts of the American econ- 

omy, it is well to take stock of the position 
of medical care in the current inflationary 
eniral. This period of inflation started in 1940 and 
continued through and after World War II, through 
the Korean war, and down to the present time with 
only minor interruptions. Five historical compari- 
sons reveal the relative degree of inflation in the 
medical care sector: (1) commodity versus service 
price indexes, (2) medical care indexes versus the 
entire Consumer Price Index, (3) changes in the ab- 
solute and relative amounts of personal consumption 
expenditures for medical care, (4) changes in the 
percentages of one week’s wages required to pur- 
chase a fixed amount of medical care, and (5) com- 
parisons of the rate of increase in the average level 
of incomes of physicians with those for all gainfully 
employed persons. 

During World War II the national debt increased 
from about 50 billion to 280 billion dollars in the 
form of government bonds; from the standpoint 
of their inflationary effects, these bonds may be 
regarded as greenbacks bearing interest. As has 
been true in earlier war cycles, prices of commodi- 
ties and services were higher after World War II 
than they were during the war. Moreover, in a long 
inflationary period there is always a tendency for 


1. Langford, E. A.: Medical Care in the Consumer Price Index, 
1936-56, Monthly Labor Review 80: 1053-1058 (Sept.) 1957. 

2. Medical Care Expenditures and Prices, 1955, Miscellaneous Pub- 
lication M-106B, Bureau of Medical Economic Research, American 
Medica] Association, Chicago, 1956. 
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the prices of commodities to rise first and the 
prices of services to lag behind and rise later. It 
would be expected then that medical care prices 
in this long period would rise more slowly at first 
and more rapidly later. This is precisely what has 
happened. 

Service Prices Still Lag.—Consumer price  in- 
dexes of the United States Bureau of Labor Sta- 
tistics covering all the commodity prices which 
are included in the sample stood at 208.2, or 108% 
above the 1935-1939 level in 1956; on the basis of 
the 1947-1949 level, the index was 109.8. The im- 
portant point to observe, however, is that this 1956 
index for all commodities (excluding services ) on 
the basis of the long period was 208 as compared 
with only 194 for the entire (including services ) 
Consumer Price Index; but on the basis of what 
has happened since 1949, this index for 1956 was a 
seemingly modest 109.8 as compared with the Con- 
sumer Price Index of 116.2. On the other hand, the 
index for all services (excluding commodities ) on 
the basis of what has happened since 1940 was 
185.2 in 1956, or less than the Consumer Price 
Index of 194.3. But on the basis of what has hap- 
pened since 1949 only, the short-run period, the 
index for all services was 135.1, or definitely higher 
than the Consumer Price Index on this short-run 
basis. One can conclude, therefore, that on the 
basis of the entire inflationary period commodity 
prices have risen a good deal more than service 
prices, 208 over 185; the latter are still in the 
“catching up” stage. 

This lag in service prices, and in medical care 
prices in particular, is stressed in an article by 
Elizabeth A. Langford' of the U. S. Bureau of 
Labor Statistics in the current (September ) issue 
of the Monthly Labor Review, the official publi- 
cation of the U. S. Department of Labor. In a 
summary of the changes in the two decades she 
states (page 1053): 


Medical care prices followed about the same pattern as 
those for all services. Thus, at the end of 1956, the prices of 
services, including medical care, had almost regained the 
relationship they held with the prices of commodities in the 
midthirties. Since the Consumer Price Index measures price 
changes relative to 1947-49, the base period, the fact that 
medical care prices had advanced relatively slowly during 
the previous decade is likely to be ignored. Moreover, com- 
parison of the medical care index with the all-items index or 
with the indexes for the major groups conceals the fact that 
the movement of medical care prices has been similar to 
that for other services combined. 


Her phrase “had almost regained,” a general 
observation, is stated in terms of 1956 index 
numbers in the paragraph above—208 for com- 
modities versus 194 for all items, and 185 for 
services versus 194. 
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In order to emphasize changes in various service 
prices, the same author lists the following percent- 
age increases between 1936 and 1956: hospital 
room rates, 265%; men’s haircuts, 221%; shoe re- 
pairs, 135%; movie admissions, 114%; public trans- 
portation, 113%; laundry service, 108%; automobile 
repairs, 84%; dentists’ fees, 82%; general practition- 
ers’ fees, 73%; surgeons’ fees, 60%. 

The Medical Care Indexes.—For 1956 the group 
of indexes classified as medical care and drugs 
(mostly services ) stood at 184, or approximately 10 
points below the entire Consumer Price Index on 
the long-time basis. On the other hand, on the basis 
of inflation since 1949 the index for medical care and 
drugs stood at 132.6, or 16 points above the entire 
Consumer Price Index. Thus, in the long-run period 
of inflation, the 1956 index of medical care and 
drugs was 10 points below the Consumer Price 
Index but 16 points above for the short-run period 
since 1949. So in the area of medical care and drugs 
the long-time lag in service prices is still evident. 
The Bureau of Medical Economic Research of the 
American Medical Association has prepared a pub- 
lication which presents these and other breakdowns 
of the indexes on both the 1935-1939 and the 1947- 
1949 base periods.” In the remainder of this review 
of inflation and medical care, comparisons will be 
confined to the long-run period because this in- 
Hationary period began in 1940 and not in 1949, as 
most adults know. Most monthly press releases on 
changes in the Consumer Price Index stress the 
changes since 1949 and present only one index for 
the entire medical care field. 

In relating medical prices to inflation, compari- 
sons of some of the subindexes under medical care 
and drugs with the entire Consumer Price Index 
of 194.3 in 1956 have somewhat more significance 
to the members of the medical profession. The 
indexes of physicians’ fees included in the sample 
developed by the U. S. Bureau of Labor Statistics 
were below that of the Consumer Price Index for 
1956 with the single exception of the fee for an 
“obstetric case.” This particular index stood at 218.1 
in 1956, or 24 points above the entire Consumer 
Price Index. There has been an enormous increase 
in the number of births, the actual increase since 
1945 being from 2,700,000 to 4,100,000. From a 
strictly supply and demand standpoint, one would 
expect a higher rise in such fees than in other 
medical fees generally. Moreover, there are some 
who contend that medical fees for an obstetric 
case were at an unusually depressed level before 
World War II when the birth rate was very low 
and the obstetric case package contained fewer 
prenatal services. Whatever the explanations may 
be, the index for fees for an obstetric case stands 
out as the only exception to the general rule that 
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the indexes for physicians’ fees in 1956 were 
below the entire Consumer Price Index. The 1956 
index for general practitioners’ fees was 172.6; 
for an office visit, 172.6; for a house visit, 160.9; 
for an appendectomy, 155.0; and for a tonsillec- 
tomy, 164.9. 

Hospitals and More Babies.—The greatest change 
in the medical care field, however, has come in the 
index of hospital room rates, which stood at 356 
for 1956. During this long period of inflation hos- 
pitals have been unusually exposed to the inflation- 
ary forces, particularly in the matter of wages and 
salaries. Moreover, the change from an average of 
one employee per patient to two employees per 
patient has harried many administrators of our 
voluntary hospitals. Both the quality and quantity 
of hospital services have changed considerably 
since 1940. The indexes of dentists’ fees, like those 
for physicians’ fees, have also stayed well under 
the level of the Consumer Price Index. Our con- 
clusion regarding the movement of prices in the 
medical care field is that these prices, to the extent 
indicated by the indexes, have behaved rather fa- 
vorably for consumers, with the two exceptions 
noted. (Preliminary estimates of the medical care 
subindexes for midyear 1957 suggest that the 1956 
relationship between them and the Consumer Price 
Index continues. Also, the index of service prices is 
still lagging behind the index for all commodities. ) 

In the third place, the influence of inflation is also 
manifested in the expenditures which consumers 
make for medical care and for all other items. Ac- 
cording to the United States Department of Com- 
merce personal consumption expenditures during 
1956 for medical care totaled $12,106,000,000. In 
both 1955 and 1956 the total expenditures classified 
as those for hospital services exceeded those for 
services of physicians; the amounts for 1956 were 
$3,451,000,000 for hospitals and $3,269,000,000 for 
physicians’ services. Again it must be stressed that 
the great increase in the number of births and the 
upward trend in the proportion of all babies born 
in hospitals has been a very powerful factor in in- 
creasing expenditures for both services. 

The members of the medical profession do not 
need to be reminded that pregnancy is not a dis- 
ease. Reproduction does involve medical care ex- 
penditures, but it is obvious that increases in such 
expenditures do not indicate a deterioration in the 
health of the American people. The same govern- 
ment source also reports considerably greater 1956 
expenditures for recreation than for all forms of 
medical care and considerably higher expenditures 
for such items as alcoholic beverages or tobacco 
than for either physicians’ services or hospital 
services. In fact, even the expenditures for personal 
care exceeded those for hospital services, 
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Even more meaningful than dollars of expendi- 
ture are the percentages of personal consumer 
expenditures devoted to these different items. The 
1956 percentage for all medical care items was 4.5 
as compared with 4.4% in 1955. The actual pro- 
portion for physicians’ services alone was 1.2 in 
both years, whereas there was an increase from 1.2 
to 1.3% for hospital services. Within the medical 
care field these expenditures can be better com- 
pared by treating the total expenditures for all 
medical care as 100 cents, the medical care dollar. 
The proportion of the medical care dollar being 
paid to physicians has declined steadily from 1929, 
when it was 32.7 cents, to 27.2 cents in 1955 and 
27.0 cents in 1956. On the other hand, the propor- 
tion of the medical care dollar spent for hospital 
services has climbed rapidly from 13.7 cents in 1929 
to 27.7 cents in 1955, and to 28.5 cents in 1956. 
Likewise, the dentists’ share has steadily declined 
over this same interval of time. 

So the general conclusion as regards the propor- 
tion of the so-called consumer budget going tor 
medical care is that the hospitals’ share has been 
steadily rising until it was actually the largest share 
in both 1955 and 1956 and the physicians’ share 
and the dentists’ share have been steadily declining. 
During this period of time, medical progress has 
occurred at an exceedingly rapid rate and the im- 
provements in the care of patients could scarcely 
have been achieved without some increase in the 
proportion of the consumer's dollar going for hos- 
pital services. 

Wage Share for Medical Care.—For employees 
of industrial establishments who think in terms of 
weekly wages this story of the relationship of in- 
flation to medical care can be presented in still 
another manner, the fourth comparison. Suppose 
that a physician's fee for a dozen office visits or a 
dozen house visits would have cost an entire week's 
wages before World War Il. The important ques- 
tion to the wage earner is whether the same amount 
of medical service would cost more than a week's 
wages today or less than a week's wages. For 
physicians fees the answer for 1956 is 48% of a 
week's wages and 61% for an obstetric case. The 
same number of days in a hospital which would 
have cost a full week's wages in 1935 to 1939 would 
have cost 99% of a week's wages in 1956. Since 
such comparisons do not make allowances for the 
great increase in taxation, particularly in the taxes 
deducted from the weekly pay envelope, the 
standard of comparison here might be considered 
on a basis of the entire Consumer Price Index— 
say, a “market basket” containing the proper num- 
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ber of units of each of the items which are priced 
in the development of the Consumer Price Index. 
That standard of comparison for 1956 was 54 rather 
than 100%, and those items which required more 
than 54% of a week's wages may be considered as 
having been less favorable in the cost to the con- 
sumer, 

Physicians’ Incomes.—Turning now to the physi- 
cian rather than the patient for the fifth comparison, 
we find that according to the U. S. Department of 
Commerce the average level of physicians’ incomes 
in the United States was 122% higher in 1951 than 
in 1929. The average level of incomes of all gain- 
fully employed was 125% higher. Thus during a 
much longer period of time the incomes of physi- 
cians and the incomes of all gainfully employed 
people have moved up at about the same pace. The 
United States Department of Commerce does not 
regard the studies it made of the incomes of physi- 
cians immediately before World War II as suffi- 
ciently detailed and comprehensive to provide a 
standard of comparison with the present levels. 
But that agency has made estimates for the years 
since 1951 and these, like the data for 1929 and 
1951, show that this trend is continuing. 

Other and more detailed comparisons could be 
made, but these five historical comparisons of the 
extent of inflation in the medical care sector of our 
national economy indicate that this sector has per- 
formed reasonably well for the consumer. Many 
citizens are becoming worried about the extent of 
inflation. As citizens, physicians should not be con- 
tent to rest on their oars but should participate in 
discussions in their communities on ways and means 
to stem this dangerous inflationary tide. 

Some community leaders are already suggesting 
buvers’ strikes like those of 1919; others are urging 
local groups to petition the federal government to 
curtail spending. But if these and other attempts 
fail and inflation continues, it behooves the mem- 
bers of the medical profession to continue their 
efforts to moderate the ravages of inflation in the 
medical care sector. 


DIRECTORY OF APPROVED INTERNSHIPS 
AND RESIDENCIES 


This issue of THe JouRNAL contains the Directory 
of Approved Internships and Residencies together 
with basic information concerning the approved 
examining boards in medical specialties as com- 
piled by the staff of the Council on Medical Educa- 
tion and Hospitals. It includes statistical data and 
other specific information on all hospitals recom- 
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mended by the Internship Review Committee for 
Council approval, and those approved by the Resi- 
dency Review and Conference Committees for resi- 
dency and fellowship education and training. Every 
effort is made to present this annually revised in- 
formation so that it will be current and of value 
to medical students, interns, residents, physicians 
conducting such programs, hospital administrators, 
specialty board personnel, and others who may 
utilize it for reference. The directory represents a 
service function of the American Medical Associa- 
tion specifically concerned with the increasingly im- 
portant field of graduate medical education and 
training. The Council is deeply grateful to the hos- 
pital staff personnel and administrators, to the offi- 
cers of the specialty boards, and to other organ- 
izations whose cooperation and assistance has made 
possible this publication. 

It is of interest to note that 852 hospitals offered 
a total of 11,895 intern positions for the year be- 
ginning July 1, 1956. Although this represents 15 
fewer hospitals than were approved in the preced- 
ing year, it represents an increase of 279 positions 
available. In 1956 there were 6,845 graduates from 
approved medical schools in the United States. 
However, during the same year, 9,893 (83% ) of the 
internship positions were filled, which indicates that 
over 3,000 were occupied by graduates of foreign 
medical schools or American graduates taking more 
than a single year of internship. There continues 
to be a trend for the larger teaching hospitals to 
have a higher percentage of internships occupied. 
Hospitals in the United States territories and pos- 
sessions again showed the highest percentage of 
filled positions (97%), and the New England area 
had the highest intern-occupancy rate for the con- 
tinental United States (89%). 

In the area of graduate medical education repre- 
sented by residencies, there were 5,134 approved 
separate training programs offering 28,538 appoint- 
ments, of which 11,950 were at first-year level. These 
residency training programs were offered by 1,199 
hospitals in which 81% of the available positions 
were filled. The seven specialties of surgery, internal 
medicine, pathology, obstetrics-gynecology, radiol- 
ogy, psychiatry, and pediatrics accounted for over 
three-fourths of the residencies offered. The per- 
centage of available first-year residencies filled 
varied from 25% in public health to 100% in aviation 
medicine. Fields in which less than three-fourths of 
the positions offered were filled include allergy, 
general practice, neurology, otolaryngology, path- 
ology, physical medicine, proctology, psychiatry, 
public health, pulmonary disease, and radiology. 
With the exceptions of obstetrics-gynecology, path- 
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ology, and thoracic surgery, in which the Council 
on Medical Education and Hospitals approves pro- 
grams in concurrence with the board concerned, all 
other resident training programs are approved 
through residency review and conference commit- 
tees. 

The Council presents this annual report and di- 
rectory with the hope that it will be of assistance 
to all individuals and organizations interested in 
me ‘| education at the graduate level. 


BEHIND THE SCENES 


There are currently 17 residency review and con- 
ference committees which function effectively as 
joint liaison groups of the Council on Medical Edu- 
cation and Hospitals with various specialty boards 
and, in certain instances, the American College of 
Physicians, the American College of Surgeons, and 
the American Academy of General Practice, in the 
evaluation and approval of programs in graduate 
medical education. The story of the background and 
development of these important cooperative partner- 
ships in this important aspect of medical education 
and training has been presented in THE JOURNAL 
(September 7, page 60). The value of these com- 
mittees stimulated the development about three 
years ago of an Internship Review Committee on 
which there are representatives of the American 
Hospital Association, the Association of American 
Medical Colleges, the Federation of State Medical 
Boards of the United States, the American Academy 
of General Practice, and the Council on Medical 
Education and Hospitals of the American Medical 
Association. 

The remarkable success of these cooperative com- 
mittee activities in the difficult task of evaluating 
graduate medical education and training is largely 
due to the sincere interest, devotion, and hard work 
of the physician members who give so generously 
of their experience and time to these activities. 
These busy practitioners individually devote many 
hours to the comprehensive study of survey reports 
submitted by the Council's field staff which are 
forwarded to them throughout the year. Such pre- 
paratory study precedes the annual meetings of the 
committees. The Review and Conference Committee 
meetings, which are held from one to three times 
annually for each group, consist of one-or-two-day 
sessions which assure group evaluation of all pro- 
grams, previously individually studied, prior to tak- 
ing action, From time to time, these committees 
find the need for special surveys of a program or 
programs prior to taking definitive action. In such 
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instances, qualified physicians in various parts of 
the nation are requested to make such regional 
studies and submit their findings to the Committee. 
These eminent physicians, likewise, give freely of 
their knowledge, experience, and time, frequently 
traveling considerable distances to assist the com- 
mittees, chiefs of services, and hospital adminis- 
trators toward the mutual goal of strengthening 
graduate medical education. 

Graduate medical education in general and the 
medical profession at large owe much to the con- 
tributions which are constantly being made by the 
physicians who serve so loyally on the Internship 
Review Committee, the Residency Review and Con- 
ference Committees, and in the conduct of special 
regional evaluation studies. It is this work “behind 
the scenes” representing the knowledge, effort, 
thought, and time of leaders in the various specialty 
fields of medicine and in general practice which is 
too little known and not fully appreciated. The 
Council on Medical Education and Hospitals is 
pleased to take this opportunity to express its deep 
appreciation to its various cooperating partners and, 
in particular, to the members of the profession 
whose cooperation and efforts have made possible 
the successful development of this program. 


FUTURE OF THE INTERNSHIP 


At the 5lst Annual Congress on Medical Educa- 
tion and Licensure held in February, 1955, a sym- 
posium was devoted to considering the role of the 
internship in modern medical education.’ It was 
noted that the responsibilities and duties of the in- 
tern have been increasingly delegated to student 
clerks on one hand and to residents on the other. 
There was agreement that the internship can only 
be defended in terms of educational value to the 
intern and not on the basis of service benefit to the 
hospital and its staff. 

No unanimous conclusions were reached, but the 
symposium did clearly bring forth the ambiguous 
position of the internship as a result of the continu- 
ing development of the undergraduate clinical clerk- 
ships and graduate residency training programs. 
Though no final answers were provided, the long- 
range value of the internship as presently structured 
was seriously questioned. 


1. Future of the Internship (Symposium), in Medical Education in 
the United States and Canada, 1954-1955: Part Il. Proceedings of the 
51st Annual Congress on Medical Education and Licensure, Chicago, 
Council on Medical Education and Hospitals, American Medical Asso- 
ciation, 1955. 


2. Revised Program of Medical Education at Johns Hopkins, Johns 
Hopkins Mag. 8: 4-11 (June) 1957. 
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After a period of thoughtful study, the faculty of 
Johns Hopkins School of Medicine has proposed a 
revision of its educational program.’ One feature of 
the revised program is the transformation of the 
last medical school year into what will be the equiv- 
alent of a 12 months’ rotating internship on the clin- 
ical services of the Johns Hopkins Hospital. 

The many aspects of this soundly conceived edu- 
cational experiment will be worthy of the attention 
of all physicians. Certainly the challenge that it 
presents to the current pattern of the internship will 
be of great interest and may help to elicit the firmer 
answers regarding the future of the internship that 
are needed. 


NUTRITION AND PREGNANCY 


Few doubt that the nutritional status and dietary 
habits of a mother have an effect on the outcome 
of her pregnancy. Most are equally willing to agree 
that the nutritional status of the mother prior to 
conception is also important, thereby expanding the 
area of nutrition in pregnancy to include the nutri- 
tion of the adolescent girl. This rather broad field 
of somewhat specialized nutrition demands the 
attention of the general practitioner; yet reliable 
information on the effective nutritional management 
of these patients is not always available. The Coun- 
cil on Foods and Nutrition, in an ettort to fill this 
need, has enlisted the cooperation of the University 
of Missouri and the Boone County ( Missouri) Med- 
ical Society in sponsoring a symposium on nutrition 
in pregnancy, to be held October 11, 1957, in Co- 
lumbia, Mo. 

To present the role of nutrition during pregnancy, 
topics discussed will include the influence of the 
maternal nutritional level on the fetus and intant, 
the metabolic and biochemical changes in normal 
pregnancy, the effect of the reproductive cycle on 
nutritional status and requirements, and dietary 
habits during pregnancy. 

During the past 25 years it has become possible 
to experimentally produce a variety of congenital 
malformations, in the offspring of certain animals, 
by nutritional regimens imposed upon the mother. 
However, in the transition of such animal experi- 
ments to congenital malformations in humans, 
great caution must be exercised. In order to clarity 
the facts that are known, nutritional experiments 
as an instrument of teratological research have been 
included in the presentation. A panel of epidemi- 
ologic studies on nutrition in pregnancy will com- 
plete the one-day program. The symposium will 
subsequently be published in THe JourNAL. 
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COUNCIL ON MEDICAL SERVICE 


CONTROL OF FATIGUE IN OLDER PERSONS 
Theodore G. Klumpp, M.D., New York 


This is the seventh of a series of papers on various aspects of aging. Each paper has been 
prepared for the Committee on Aging by an authority in the field. When completed, the series 


will be published in booklet form. 


Fatigue is the most prevalent limiting factor in 
the pursuit of an active, happy, and useful way of 
life by older persons. Fatigue is both a symptom in 
itself and a symptom complex. Generalized fatigue 
is a vague physical, mental, and emotional depres- 
sion known to everyone but difficult to describe 
specifically except through synonyms such as 
weariness, weakness, tiredness, exhaustion, lassi- 
tude, malaise, spent, strained, overworked, and 
“worn-out.” It is often accompanied by loss of 
mental acuity, impairment of memory and percep- 
tion, headache, disturbances of emotional and reflex 
reactivity, loss of visual acuity and accommodation, 
functional gastrointestinal and sphincter disorders, 
changes in cardiac rate, rhythm, and circulatory 
tone, and muscular weakness and tremor. Fatigue is 
also accompanied by many bodily chemical and 
endocrine changes, reference to which is beyond 
the scope of this paper. 


Causes of Fatigue 


Fatigue is an almost universal symptom of disease. 
It is often the chief complaint and sometimes the 
only one. In view of this, the symptom should al- 
ways be taken seriously and steps taken to find the 
underlying cause. A painstaking analysis of the 
patient's physical, mental, and emotional status to 
disclose the possibility of disease, unhygienic pat- 
terns of living, or emotional conflicts that may be the 
basis of or contribute to undue fatigue should be 
instituted. Anemia, tuberculosis, diabetes, nephritis, 
cardiac decompensation, and thyroid dysfunction 
are a few of the many specific causes of undue 
fatigue. It is important to keep in mind that the 
“small cerebral hemorrhages” of Alvarez may be 
followed by easy fatigability and thus bring the 
patient to the physician’s attention. The use of 
tobacco and alcohol—and this need not necessarily 
be excessive according to ordinary criteria—should 
be considered as possible causes of fatigue. But the 
physician should guard against arbitrarily banning 
these and other pleasures. They may represent the 
solaces of a lifetime and, indeed, are more likely to 
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have value in overcoming fatigue than otherwise. 
In this as in other things, a brief trial period of 
abstinence or curtailment may tell the story. 

The importance of obesity as an etiological factor 
in fatigue cannot be overemphasized. Loss of weight 
is usually of decisive benefit, although this may not 
always become apparent until the weight is stabil- 
ized at a lower level. Emotional factors often play 
an important role in fatigability, They should not 
be overlooked. 

In considering the significance of fatigue, it must 
be kept in mind that it is also a normal incident of 
normal living. Some individuals are unduly sensitive 
to their own feeling tone and are unwilling to toler- 
ate the minor deviations from the feeling of well- 
being that occur to everyone. Such patients need 
only reassurance. However, when the pattern of 
fatigue has recognizably changed, or the symptom 
is out of proportion to the age or mode of life, or it 
imposes an undue limitation on ordinary activities, 
it should not be dismissed lightly. 

In the absence of specific disease, fatigue of older 
persons arises principally from the following five 
basic causes: (1) diminution of organic reserve, 
particularly of the heart and circulatory system, due 
to loss of vascular elasticity and arteriosclerosis; 
(2) decline of endurance of mental and emotional 
effort, the basis of which is the sum of the many 
organic changes in the central nervous system ac- 
companying the aging process; (3) atrophy of 
disuse involving all systems of the body; (4) loss of 
incentive, motivation, and interest; and (5) decline 
of endocrine activity. 

In attempting to control the fatigue of older 
persons, the physician is confronted with the para- 
dox of a symptom that can never be entirely cured 
and yet can almost always be temporarily alleviat- 
ed. Fortunately, much can be done by the physician 
to combat fatigue, but he must be willing to devote 
enough time to the patient to determine which ot 
the basic causes is predominantly responsible. There 
is no rule of thumb regimen that is effective in all 
cases, and clinical trial with periodic changes in 
therapy and prescribed patterns of living may be 
necessary. Basically, fatigue can be alleviated: (a) 
by shrinking the individual's activities to the level 
where the symptom largely disappears or (b) by 
measures that will tend to enhance endurance and 
tolerance to fatigue. 
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For a long time the approach to the problem of 
fatigue was thought to be simple. A brief history 
of the patient’s mode of life was obtained with one 
objective in mind—to cut out something. It made 
little difference how little the individual was doing 
—if the patient was tired, something had to go. For 
instance, if the patient did nothing more than sit 
in a rocking chair all day long, he was no doubt 
advised to stop rocking and go lie down. 

The enormous benefaction of rest, particularly 
as a therapeutic measure, cannot be questioned. But 
too much of a good thing, or a good thing improper- 
ly applied, may be harmful. What surgeons have 
learned in the practice of early ambulation we are 
beginning to realize has application to many medi- 
cal problems and particularly to the problem of 
fatigue of the aged. Rest is not a universal panacea 
for fatigue—as thoughtful experience discloses over 
and over again. Many of these patients can be re- 
duced to a vegetative existence and plied with 
sedatives and somnifacients and they are still tired. 

What has been lost sight of is the fact that the 
pattern of modern civilized living, particularly in 
the United States, is specifically designed to avoid 
physical activity and stress. We have applied our 
enormous inventive genius and resources to the 
development and widespread distribution of labor- 
saving devices to the point where physical exertion 
is virtually eliminated. Young people are able to 
maintain their muscular and neurocirculatory tone 
in reasonably good condition through sports and 
play. As we grow older, we tend to give up these 
things, and, with the help of labor-saving devices, 
now including electric golfmobiles, we begin to 
suffer rapidly and too early in life from atrophy of 
disuse. This brings with it, among other things, a 
loss of functional reserve of the heart and other 
muscles, including those of the vascular tree. As a 
consequence, the slightest added stress brings on 
undue fatigue. 

Perhaps we have lost sight of some of the follow- 
ing basic principles of physiology and biology that 
have application to this problem. 1. Functional ca- 
pacities are maintained only through use. 2. Such 
capacities can be augmented, within limits, only 
through repeated stress. 3. Atrophy of disuse sets 
in rapidly and those capacities that are relinquished 
are soon lost. 4. Functional capacities decline with 
age, but they will decline less rapidly if they con- 
tinue to be used to their fullest extent! 


Prevention of Fatigue 


With these thoughts in mind, it is evident that 
the most effective approach to the problem of fa- 
tigue of old age lies in prevention through the 
maintenance of an adequate neuromuscular reserve 
against stress. Fortunately, some degree of the same 
reserve can be regained at any time except where 
its loss is due to advanced organic disease. This 
may be accomplished by means of a regimen of 
graded exercise. The form of the exercise will 
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depend on available resources and resourcefulness, 
but every effort should be made to avoid drudgery 
and to find some physical activity that is fun and 
that the patient will be inclined to continue of his 
own volition. Golf, swimming, hiking, bicycle rid- 
ing, gardening, badminton, and tennis are among 
the many pleasurable forms of activity that will 
serve the purpose. Here, too, the rules of common 
sense are still applicable and too much exercise as 
well as too much rest can only defeat its own pur- 
pose. Along with exercise, the physician should see 
to it that the patient also obtains an adequate 
amount of sleep at night. If mental or emotional 
disturbances interfere with this, there is ordinarily 
no overriding reason why a good somnifacient 
should not be prescribed. A short rest at midday 
is of definite benefit in some cases, and almost all 
individuals can train themselves to sleep for half 
an hour if they will earnestly try. 

At the same time the mental and emotional fa- 
tigue that comes at the end of a trying but sedentary 
day can be miraculously dispelled with a little 
physical exercise. It takes a particular charge of 
will power to undertake physical activity when 
fatigue is already present and all of nature seems to 
be crying for rest instead, or perhaps a drink. But 
over and over again it has been demonstrated that 
physical activity in such circumstances brings a 
degree of refreshment and renewed energy that 
nothing else can equal. 

Undue fatigue of older persons occurs so much 
more commonly among those who are overweight 
that this circumstance warrants special emphasis. 
The remedy is obvious, easy to prescribe, but hard 
to take. A patient once told me, “What I need, 
doctor, is a will-power pill.” In addition to dietary 
instructions, the importance of exercise should not 
be discounted, despite traditional handed down 
hearsay to the contrary. Its greatest value lies in 
its stimulating effect on endocrine activity, perhaps 
the thyroid in particular, and in overcoming the 
tendency to sleep and snooze too much—a common 
counterpart of obesity. 

There can be little doubt that endocrine defi- 
ciencies contribute to the fatigue of old age in some 
individuals. This is particularly true during the 
menopause, and in such cases the administration of 
estrogens is often of benefit. Whether or not a 
related change takes place in men is still a matter 
of dispute. Nevertheless, experience suggests that 
small doses of testosterone are also sometimes of 
value in overcoming easy fatigability of older men. 
Thyroid extract is occasionally helpful, particularly 
where the basal metabolic rate is low and the serum 
cholesterol level elevated, but otherwise it is more 
often disappointing than not. 

The sympathetic amines, such as methampheta- 
mine (Desoxyephedrine) hydrochloride, phenyl- 
ephrine (Neo-Synephrine ) hydrochloride, and am- 
phetamine (Benzedrine) have a potent effect in 
counteracting undue fatigue. As a general rule, 
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they should not be given until other measures have 
failed. They are, of course, contraindicated in hy- 
pertension, coronary, and other vascular disease. 
Contrary to older pharmacological concepts, they 
are best administered in conjunction with a small 
dose of a sedative which permits the ergogenic 
effect of the amine to occur without the otherwise 
accompanying nervousness and sleeplessness. The 
sympathetic amines are particularly useful for fa- 
tigue in cbese patients. Needless to say, patients 
receiving drugs for fatigue should be seen by the 
physician at regular intervals. 

There is no reliable correlation between how hard 
a person works and degree of fatigue. If anything, 
fatigue of older persons is seen more commonly 
among those patients who do not have enough to 
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do. Too often they feel that their life work is done 
nd their fatigue has its origin in boredom and loss 
of incentive and interest. Over and over again, 
when a crisis arises or something of deep interest 
-omes along, these individuals miraculously lose 
their fatigue. 

It is, of course, difficult for a physician to pre- 
scribe an interest where there is no interest. Un- 
fortunately “make work” programs often fail because 
they are undertaken half-heartedly and the neces- 
sary compelling motivation is lacking. However, 
this should not serve as a deterrent, because a new 
and absorbing interest is the only real salvation for 
some of these patients. When they find it, as some 
do, their symptoms disappear »nd they are given 
a new lease on life. 


COUNCIL ON NATIONAL DEFENSE 


ARMED FORCES PROGRAM FOR RESIDENCY DEFERMENT 


The following report is authorized for publication by the Council on National Defense as 
a matter of interest to recent medical graduates who have an obligation for military service. 


Established in 1954 with the cooperation of the 
Selective Service System, the Department of De- 
fense inaugurated its Armed Forces Reserve Medi- 
cal Officer Commissioning and Residency Consider- 
ation Program as a method to fulfill needed medical 
specialty requirements for the armed forces. Each 
year a certain number of young men are selected 
for recommendation for deferment in order to ob- 
tain residency training in specialties needed by the 
military departments. The number selected each 
year is based upon the projected need for special- 
ists. 

In July of each year, all interns with a liability for 
military service are mailed an Informational Bulle- 
tin and application blank for participation in the 
program. Selections for deferment for residency 
training are made in the latter part of September, 
and all participants are allocated to the three mili- 
tary departments for the purpose of obtaining a 
commission. 

In the 1957 program, about 2,800 participating 
residents will be authorized to be in a deferred stat- 
us. About 1,000 will start their first year of training 
and the remainder will be in their second, third, 
or fourth year. It is expected that about 1,000 interns 
will be recommended for deferment each year. 

In the programs for 1956 graduates, there were 
3,667 participants. Of the 2,203 who requested de- 
ferment, 1,200 were selected. There were 1,464 in- 
terns who requested active duty immediately fol- 
lowing internship. All who requested will be 
brought to duty during July-September, 1957. 


FRANK W. Barron, Secretary. 
Selections for recommendation for deferment will 
be made in the specialties as indicated in the table. 


Number of Selections for Recommendation for Deferment, 
by Specialty 


Air 

Specialty Army Navy Foree Total 

Dermatology and syphilology ........... 8 o* o* 
0 18 58 76 
Obstetries and gynecology ..............- 12 18 
Occupational medicine ................... 3 0 10 13 
Physical medicine and rehabilitation .... 0* 4 10 14 
Preventive medicine and publie health .. 3 12 12 27 
400 400 300 1,100 


. Requirements in this specialty filled by training programs for career 
pr of 20% will be made to allow for drop outs. 

The intern and residency training programs con- 
tinue to be the main source of procurement for 
career medical officers. Recently, the Department 
of Defense issued a nine-page Informational Bulle- 
tin outlining the program and explaining how the 
program applies to 1957 medical graduates. It con- 
tains a number of typical questions on the program, 
with answers. Copies of the Informational Bulletin 
may be obtained by writing the Assistant Secretary 
of Defense (Health and Medical), Department of 
Defense, Washington 25, D. C. 


J.A.M.A., Oct. 5, 1957 


MEDICINE AND THE LAW 


ANALYSIS OF PROFESSIONAL LIABILITY CLAIMS AND SUITS 


This is the 16th in a series of articles dealing with medical professional liability. An edi- 
torial (page 360) and a chronological résumé (page 364) appeared in THe Journa., Feb. 2. 
The preceding articles in this series have been published weekly in Tae Journat from Feb. 9, 
1957, to April 6, and since then intermittently.—Ep. 


A study of the subject of medical professional 
liability would not be complete without a review 
of the experience of physicians who have been a 
party to an actual claim or suit. In an effort to col- 
lect detailed information in this regard, question- 
naires were mailed in July, 1956, to a scientifically 
selected sample of 7,577 physicians consisting of 
roughly 5% of the members of the American Medi- 
cal Association. These questionnaires solicited opin- 
ions on various aspects of medical professional 
liability and also inquired whether a professional 
liability claim or suit had ever been brought 
against the physician. 

Two follow-up questionnaires were sent to those 
who had not replied. When the second follow-up 
was sent, a post card was enclosed which asked the 
physician to check one of the following: “A pro- 
fessional liability claim or suit has never been filed 
against me; A professional liability claim has been 
filed against me; or, A professional liability suit has 
been filed against me.” Physicians were asked to 
return the post card if, for some reason, they would 
not return the questionnaire. 

Counting the questionnaires and post cards, an 
83.0% return was received. From the total returns 
it was possible to ascertain that 12.8% of the physi- 
cians responding had been involved in a claim or 
suit and 87.2% had not. 

The total number of usable questionnaires con- 
stituted 71.2% of the original sample. The report 
analyzing these questionnaires appeared in the 
Aug. 3, 1957, issue of THe JouRNAL in the section 
Medicine and the Law. 

As the second step in this phase of the survey, 
a completely different questionnaire—a request for 
a case history—was sent to the 748 physicians who 
indicated that they had been involved in a medical 
professional liability claim or suit. If, on the first 
questionnaire, the physician indicated he had mul- 
tiple claims, one questionnaire was sent to him for 
each claim or suit reported. 

A total of 661 usable case histories were received 
and are the basis of the following analysis. The 
data and percentages reported are based on total 
claims, not total physicians. Every claim involved 
a physician, but one physician may have been in- 
volved in more than one claim. The results are also 


qualified by the fact that the case hisicry question- 
naires were sent to physicians who indicated on the 
first questionnaire that they were involved in a 
claim or suit. These claims, therefore, or the physi- 
cians who had them, were not selected from a 
random sample but constitute a follow-up of a 
select. group. 

A further qualification is the fact that this analy- 
sis constitutes the experience of a group of living 
physicians. This point becomes important in a time 
series analysis. For example, a tabulation of the 
year in which the claim was brought reflects the 
experience of physicians living today, not the total 
or even a sample of the total number of claims 
brought against physicians in that period. Thus, 
the farther away the period involved is from the 
present, the less representative the sample is of that 
period because of the natural attrition of the physi- 
cian population. 

In the following tables we have reported the facts 
as they have been given by physicians who had a 
professional liability claim or suit brought against 
them. In presenting these 661 case histories every 
effort has been made to abstain from interpretation 
and editorial comment. 

The geographical regions referred to in some of 
the tables are those established by the United States 
Department of Commerce. By way of explanation, 
the New England states include Maine, New Hamp- 
shire, Vermont, Massachusetts, Rhode Island, and 
Connecticut. The Middle Atlantic states include 
New York, New Jersey, and Pennsylvania. The 
South Atlantic states include Delaware, Maryland, 
District of Columbia, Virginia, West Virginia, 
North Carolina, South Carolina, Georgia, and Flor- 
ida. The East North Central states include Ohio, 
Indiana, Illinois, Michigan, and Wisconsin. The 
East South Central states include Kentucky, Ten- 
nessee, Alabama, and Mississippi. The West North 
Central states include Minnesota, lowa, Missouri, 
North Dakota, South Dakota, Nebraska, and Kan- 
sas. The West South Central states include Arkan- 
sas, Louisiana, Oklahoma, and Texas. The Mountain 
states include Montana, Idaho, Wyoming, Colorado, 
New Mexico, Arizona, Utah, and Nevada. The Pa- 
cific states include Washington, Oregon, and Cali- 
fornia. 
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Time Claim Was Brought—Ten-Year Periods 


A review was made of the “case histories” to 
determine, by geographical area, the percentage of 
claims brought in each 10-year period beginning 


TABLE 1.—Percentage of Claims Filed by Time and Region 


10) 1910- 1990- 1980- 1940- 1950- Un- 
1909 1919 1929 1939 1949 1957 known 
New England ..... 59% 17.7% 38.2% 38.2% ...% 
Middle Atlantic ... . 44 12.3 21.0 61.6 0.7 
South Atlantic ... 1.6 1.6 9.7 22.6 12.9 51.6 
East North 
0.9 24.8 23.9 42.7 
East South 
5.9 5.9 11.7 76.5 
West North 
1.5 1.5 1.5 25.8 18.2 48.5 
West South 
GA 12.5 25.0 53.1 jan 
Mountain ......... 15.1 364 45.5 3.0 
3.1 16.0 20.4 60.5 
United States ..... 0.3% 0.6% 5.3% 17.9% 21.9% 53.7% 0.3% 


from 1900 to the present. Again, caution is urged 
in interpreting these figures, for they do not mean 
that the increase in all professional liability claim: 
or suits is as marked in the period from 1939 t 
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centage of the acts of negligence alleged in the 
cases reported occurred in hospitals. The answers 
to the questionnaires revealed that the alleged neg- 
ligent acts occurred in hospitals, 67.2%; doctor's 
office, 23.9%; patient’s home, 6.3%; miscellaneous 
(place of employment, doctor's home, jail, etc), 
2.0%; and place not stated, 0.6%. 


Type of Practice Involved in Reported 
Claims and Suits 


In the majority of instances the claims and suits 
reported were against physicians engaged in full- 
time specialty practice. The figures further reflect, 
however, that the alleged incident on which the 
claim or suit was based occurred to physicians who 
were not board-certified. Table 4 shows, by geo- 
graphical area, the percentage of claims involving 
physicians by type of practice and the percentage 
of claims by board-certified physicians. It cannot 
be taken for granted from these figures that the 
‘ncident on which the action was based occurred in 
the field in which the physician was certified. 


TABLE 2.—Percentage Breakdown by Years of Practice—Five-Year Periods 


Interns Less 1 5 
and than to to 
Residents 1 Yr. 4 9 
3.2 10.4 17.8 
East North Og 13.6 154 
Bast South a9 17.6 17.6 
West South Central............... 15.6 34.4 
United States ..................... 1.5% 1.5% 17.1% 19.1% 


10 20 25 30 35) 40 
to to to to to to an 
14 19 24 29 $4 39 Over Unknown 
2.9% 11.8% 14.7% 11.8% 2.9% 5.9% 
13.0 14.8 13.8 11.6 8.7 2.2 
16.1 11.3 9.7 11.3 3.2 5% 4.8 
20.5 205 94 68 34 0.9 5.2 17 
20.4 a9 11.8 11.8 
13.6 15.2 61 10.6 1.5 4.6 4.5 1.5 
12.5 12.5 12.5 6.3 3.1 3.1 a 
6.1 18.2 91 61 3.0 3.0 3.0 
19.8 19.8 7.4 4.3 3.1 3.1 
15.9% 16.0% 9.8% 8.3% 4.2% 2.0% 2.8% 1.8% 


present as one might assume by a hurried reference 
to table 1. The figures refer only to claims against 
living physicians who returned the professional 
liability questionnaire. 


Years in Practice at Time of Alleged Incident 


One of the questions on the questionnaire was 
“How long had you been in practice at the time of 
the alleged incident?” The answers received have 
been included in table 2, shown in percentages 
and broken down by five-year periods. The median 
vears in practice vary from 8.0 in the Mountain 
states to 16.6 in the Middle Atlantic states. The 
median for the United States as a whole is 13.4 
years. 


Nature of Practice and Place Alleged Act Occurred 


The physicians involved in the reported claims 
and suits were for the most part engaged in active 
private practice. The percentage of claims in the 
six specific categories most frequently mentioned is 
shown, by geographical area, in table 3. 

Inasmuch as most of the more serious medical 
and surgical procedures are performed in hospitals 
it was not surprising to find that the highest per- 


A further analysis of the information supplied 
in this regard revealed that the alleged incidents 
occurred most frequently in the following fields of 


TABLE 3.—Nature of Practice—Percentages by 
Geographical Area 


Intern, 
Resi- 
dent, 
Active  Em- Local 
Private ployee Gov- 
Prac- of Hos- Indus-  ern- Armed Univer- 
tice pital try ment Forees sity Other 
Middle Atlantic ... 97.1 $2 0.7 
South Atlantie .... 85.5 11.3 1.6 1.6 
East North 
Eust South 
94.1 5.9 
West North 
4.6 3.0 1.5 
West South 
93.8 3.1 3.1 
Mountain ........ 91.0 3.0 3.0 3.0 
United States .... 92.8% 4.7% 0.8% 0.6% 0.5% 0.3% 0.3% 


medical practice: surgery, 30.9%; medicine, 20.0%; 
orthopedics (including surgery), 19.7%; obstetrics 
and gynecology, 12.5%; neurology and psychiatry, 
anesthesiology, radiology and others, 16.9%, No 
significant variation from nationwide figures was 
evident in any geographical area. 
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Nature of Alleged Negligent Act 


The case histories disclosed the percentage 
breakdown shown in table 5 with respect to the 
alleged bases for the claims or suits reported. 


TaBLe 4.—Type of Medical Practice—Physician 


Board-Certified 
Full- Part- Intern Other 
time General time or or Board-Certified 
Spe- rac- Spe-  Resi- Unspec- 
cialist titioner cialist dent  ifled Yes No 
New England ..... 47.1% 38.2% 11.8% 2.9% ...% 29.4% 70.6% 
Middle Atlantic ... 70.3 13.8 14.5 0.7 0.7 46.4 53.6 
South Atlantic ... 54.8 19.4 21.0 4.8 ée% 17.7 82.3 
East North 
41.0 35.0 21.4 2.6 ode 21.4 78.6 
East South 
a 52.9 35.3 11.8 11.8 88.2 
West North 
25.8 50.0 22.7 1.5 13.6 86.4 
West South 
40.6 53.1 6.3 28.1 71.9 
eae 424 45.5 9.1 ade 3.0 33.3 66.7 
33.3 10.5 3.7 30.9 69.1 
United States .... 30.4% 31.7% 15.3% 2.3% 0.3% 28.9% 71.1% 


Persons Performing Negligent Act and 
Those Joined in Claim or Suit 


In approximately three-fourths of the cases re- 
ported, the alleged negligent act was performed 
by the reporting physician. Table 6 indicates the 
profession of individuals who allegedly performed 
the negligent act in the remaining cases. The sec- 
ond column of the table shows the percentage of 
cases with more than one defendant and the types 
of joint-defendants involved. 

Secondary Causes of Claims or Suits 

In a majority of the case histories reported it was 
indicated that some factor in addition to the alleged 
negligent act prompted the individual to file a 
claim or suit. The enumeration of these factors in 
table 7 discloses that these secondary causes may 
be grouped in four categories: 1. Factors under the 
control of the medical profession. In this group are 
to be found 27.3% of the secondary causes. 2. Pres- 


TaBLe 5.—Primary Bases for Claims or Suits 


Improper commitment of 2.) 


Miscellaneous or no answer 


sure or influence exerted on the claimant by out- 
siders. In this group are to be found 22.6% of the 
secondary causes. 3. The patient himself as a pro- 
ducing factor. In this group are to be found 24.6% 
of the secondary causes. 4. The fourth factor is the 
miscellaneous group, which accounts for 25.5% of 
the secondary causes. 
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This information indicates that it is within the 
power of physicians themselves to remove a con- 
siderable percentage of secondary precipitating 
causes for filing claims or bringing suits. This may 
be accomplished by refraining from criticism of the 
care and treatment accorded by other physicians 
and by utilizing discretion and tact in billing and 
collection procedures. This latter fact is substanti- 
ated by the significant number of responses grouped 
under “miscellaneous” which indicate that pressure 
in collecting the physician’s bill was a precipitating 
cause for the professional liability claim or suit. 
Claims may be reduced by handling ancillary medi- 
cal conditions personally and promptly or by re- 


TaBLe 6.—Persons Involved in Negligent Act and 
Claims or Suits 


Negligent Act Joined in 
Performed by Claim or Suit 


Reporting physician 72.5% 
Miscellaneous or unknown............... 2.0 1.3 


ferring patients to another physician. Room for 
improvement is also possible by taking care in 
maintaining proper records and inviting consulta- 
tion when alcohol or drug addicts are involved. 


TaBLe 7.—Secondary Bases for Claims or Suits 


Under Physician's Control 


Careless comment about another physician.................... 25.2% 
Patient had another disease or disability which 

Outside Influence 

15.4 

Patient a Factor 

Claim brought for financial profit...................cccceeeeees 13.8 

Miscellaneous, Not Possible to Classify...............cccccccueees 25.5 


Information Concerning Claimants 

In submitting case histories, physicians were 
asked to supply information concerning the sex, 
age, and occupation of the person bringing the 
claim or suit. With respect to age it appears that 
the majority of claimants are between 29 and 40. 
The median age for the United States as a whole 
is 34.4 years. The median age by geographical area 
ranges from 23.8 years in the East South Central 
states to 40.4 years in the Pacific states. With re- 
spect to the sex of the claimant, the questionnaires 
indicated that nationwide 55.1% of the claims and 
suits were filed by females and 43.1% by males; in 
the remaining cases (1.8%) the sex of the claimant 
was not stated. 
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Table 8 indicates a percentage breakdown, by 
geographical area, of the occupations of the persons 
filing the claims and suits reported. 


Attempts at Settlements and Reasons 


It appears that some of the claimants in the re- 
ported claims and suits attempted for a number 
and variety of reasons to negotiate a settlement. 
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Figures concerning the disposition of settled 
claims and suits indicate that 53.1% of the cases 
were compromised or settled or decided in favor 
of the claimant. In cases finally decided by the 
courts only 18.7% were decided for the claimant. 
The basis for this percentage does not include cases 
which are pending or those dropped or compro- 
mised. 


TABLE 8.—Occupation of Claimants 


Service 


Workers, 
Including 
Laborers Craftsmen, Protective 
House and Foremen, anc 
wives Farmers Ete. Domestic 
NOW 32.4% 5.9% 8.8% 2.9% 
Middle Atlantic ........... 30.4 6.5 9.4 3.6 
South 30.6 9.7 9.7 
East North Central....... 38.5 12.8 6.8 6.8 
East South Central....... 41.2 5.9 
West North Central....... 28.8 18.2 9.1 7.6 
West South Central....... 40.6 6.3 15.6 6.3 
39.4 6.1 12.1 
29.0) 10.5 6.8 4.9 
United States ............. 32.7% 9.8% 8.5% 5.3% 


Propri- 
Semipro- Protes- etors, No Answer 
Clerieal Sales fessional sional Managers, and Un- 
Workers Workers Retired Worker Worker Officials employed 
11.8% 1.9% 5.9% 23.5% 
6.5 3.2 1.6 at 6.5 sat 24.2 
3.4 24 1.7 1.7 19.7 
1 7.6 30 4.5 1.5 15 16.7 
3.1 3.1 3.1 21.9 
3.0 2.0 3.0 6.1 27.3 
3.7 3.1 4.9 3.7 "26.6 
4.3% 4.1% 3.0% 3.0% 2.4% 1.8% 25.1% 


A much smaller percentage of the physician de- 
fendants were apparently interested in a settlement. 
For the United States as a whole, an attempt was 
made by the physician to settle the case out of 
court in 19.5% of the cases. In 73.5% of the cases no 


TaBLe 9.—Reasons Physicians Attempted Settlement 


Cheaper than eourt costs or to avoid appearance in court...... 11.2 
To settle for sinaller amount than verdict might bring.......... 7.8 
Avoid strain of litigation because of poor health................ 2.6 


attempt was made by the physician to settle and in 
7% no answer was given. The few physicians who 
did seek settlement reported the reasons shown in 
table 9. 
Disposition of Claim or Suit 

A significant percentage of the claims reported 
became the basis for a suit. Of the claims reported, 
43.1% developed into a suit; 32.4% of the claims 
were settled or compromised by a money payment; 
17.1% were dropped; and the remainder or 7.4% 
of the claims were still pending or their status was 
unknown. Information with respect to the status and 
disposition of the suits reported is shown in table 
10. It was also reported that claimants obtained a 
money settlement or an award, following a suit, 
most frequently in cases involving obstetrics and 
gynecology, and anesthesiology. 


Professional Liability Insurance Status 
of Physicians 


Case histories reflect that nationwide 93.2% of 
the physicians responding were covered by medical 
protessional liability insurance at the time of the 
alleged incident, on which the reported claim or 
suit, was based. The next information requested 
was whether, as a result of the claim or suit, the 
physician experienced any difficulty in obtaining 
or renewing his professional liability insurance 
coverage. This information is reflected in table 11, 
by geographical area. 


TaBLe 10.—Status or Disposition of Suits Reported— 
Percentage Breakdown 


Decided Decided 
for Against Compro- 

Pending Claimant Claimant Dropped mised 
New England ....... 21.4% ..% 35.7% rh 42.9% 
Middle Atlantie ..... 34.0 8.9 214 14.8 21.4 
South Atlantie ..... 12.1 6.1 48.5 12.1 21.2 
East North Central 15.7 11.8 43.1 11.8 17.6 
East South Central. O67 33.3 
West North Central. 18.2 13.6 45.5 4.5 18.2 
West South Central. 35.3 5.9 35.3 11.8 11.8 
9.2 10.5 48.7 10.5 21.1 
United States ..... 18.2% 9.5% 41.1% 11.6% 19.6% 

Conclusions 


The tables naturally promote speculation. For in- 
stance from these histories it is possible to picture 
the composite claimant as 34.4 years old, a house- 
wife, who was, most probably, dissatisfied with an 
allegedly poor operative result. The national com- 
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posite physician would have been a full-time spe- 
cialist in active private practice. He was probably 
in practice 13.4 vears and had professional liability 
insurance coverage at the time of the alleged negli- 
gence. The incident complained of most probably 


Tasie 11.—Difficulty Experienced in Obtaining or Renewing 
Professional Liability Insurance After Claim or Suit 


After Claim 


After Suit 


No No 


Yes No Answer Yes No Answer 
New England ............. 11.8% 85.3% 2.9% 214% 714% 7.2% 
Middle Atlantic ........... 5.1 SUS 51 8.4 67.9 93.2 
South Atlantic ........... 6.5 90.3 3.2 3.0 90.9 6.1 
East North Central....... 11.1 77.8 11.1 11.8 72.5 15.7 
East South Central....... 11.8 82.3 59 100.0 
West North Central....... a1 S4.8 6.1 9.1 Hs.2 22.7 
West South Central....... 12.5 S4.4 3.1 11.8 76.4 11.8 
34) 3.0 90.0 10.0 
3.7 W.7 5.6 1.3 94.7 4.0 
United States ............ 7.1% 87.0% 5.9% 7.0% 80.7% 12.3% 


occurred in a hospital, involved surgery, and was 
quite possibly precipitated into a claim because of 
the comment of some other physician. 

Chances are the physician did not seek a settle- 
ment of the claim out of court, although the patient 
might have. The claim possibly went on to suit but 
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the patient did not receive an award or settlement. 
After the claim or suit was disposed of the physician 
probably did not experience difficulty in obtaining 
or renewing his professional liability insurance 
coverage. 

The case histories indicate that the professional 
liability problem is more severe in the Pacific and 
the Middle Atlantic states. They also indicate that 
there has been a pronounced increase in the inci- 
dence of professional liability claims and_ suits 
since about 1940. 

If these case histories, of known claims, are an 
accurate and representative sample, their projec- 
tion to represent a composite of all claims of all 
physicians would be sound and logical. As is fre- 
quently the case, however, we cannot be certain of 
all of these factors and therefore any projection 
must be limited. 

The statistics presented do, however, represent 
experience. To the extent that the experience of 
others is a good teacher, these reports, very proper- 
lv, may be a basis for individual and collective 
prevention programs. 


THE PHYSICIAN-PATIENT RELATIONSHIP 


This is the fifth in a series of six articles dealing with the necessity for and proper format of 
certain medicolegal forms. The subjects to be covered are (1) consent to operations and other 
medical procedures; (2) patient's right to privacy; (3) confidential communications and rec- 
ords; (4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Depart- 
ment of the American Medical Association under the title “Medicolegal Forms with Legal 
Analysis.” The book will include extensive legal citations and a substantial number of addi- 
tional forms which have not been included in this series of articles.—En. 


A physician is not required to accept as patients 
all who apply to him for treatment. He may arbi- 
trarily refuse to accept any person as a_ patient, 
even though no other physician is available. The 
physician-patient relationship begins when the phy- 
sician, in response to an express or implied request 
that he treat the patient, undertakes to render 
services. The mere rendering of such services as may 
be necessary in an emergency does not give rise 
to the relation, but the physician is required to use 
due skill and care in administering emergency 
treatment. After the physician-patient relation has 
been entered into, the physician is under an obli- 
gation, in absence of a special agreement, to attend 
the case as long as it requires attention, unless he 
gives notice of his intention to withdraw from the 


case or is dismissed by the patient. A physician 
cannot withdraw from a case and relieve himself 
from liability with respect thereto by simply staying 
away without notifying the patient of his with- 
drawal. If the physician wishes to withdraw from 
a case, he must give the patient reasonable notice 
of his withdrawal in order that the patient may 
secure other medical attention it he desires. What 
is reasonable notice to the patient depends upon 
the circumstances of each case. Factors to be taken 
into consideration are the condition of the patient, 
the size of the community, and the availability of 
other physicians. 

If the physician wishes to withdraw from a case, 
he should make this desire clear to the patient. To 
provide himself with the greatest degree of protec- 
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tion with respect to the matter, the physician should 
write a letter to the patient explaining the situation. 
This letter should preterably be sent by registered 
mail and the return receipt, together with a copy of 
the letter, should be retained in the physician’s file. 
If the physician is discharged from a case by the 
patient who is in need of further medical attention 
or if the patient leaves the hospital against the 
physician’s advice, the physician should be in a 
position to establish that he did not abandon the 
case, but was discharged by the patient, or that the 
patient acted contrary to his advice. He may pro- 
tect himself in this matter by obtaining a signed 
statement of the facts from the patient or by send- 
ing a letter to the patient confirming the discharge 
or the fact that the patient left the hospital against 
the advice of the physician. Again the letter should 
preferably be sent by registered mail and the return 
receipt, together with a copy of the letter, should 
be retained in the physician's files. 

The physician may, by special agreement with 
the patient, limit his engagement to treat the pa- 
tient to one particular treatment or procedure or to 
administering treatment at a particular time or place. 

If a physician, who has entered into a general 
agreement of treatment, is unable to treat the pa- 
tient when his services are needed, he may provide 
a substitute to render the services. However, the 
substitute who is sent must be qualified and compe- 
tent. Although it has been held that a physician 
may send a substitute when the case is an obstetric 
one, because of the more personal nature of the 
physician-patient relationship in such cases, the 
physician should, if possible, obtain the written 
consent of the patient to a substitution in the event 
that he may be unable to come when needed. 


Form 1.—Provision for Substitute Physician at Delivery 


Date 


Place 


To Dr. 


In engaging you as my obstetrician, | understand that if 
you are unavailable or unable for any reason to be present 
and to deliver me, at the time of my confinement, you will 
make a reasonable effort to refer me to another duly licensed 
physician to render obstetrical care. | agree to hold you free 
from any duty, liability or responsibility in connection with 
any services that may be performed by any physician to 
whom you refer me or whom I may call. 


Signed 


Witness 


‘ 
Note. lf the husband is present at the time that the arrange- 
ments are made, it is desirable that he should witness his 
wife’s execution of this form. 
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Form 2.—Letter to Patient Who Fails to Follow Advice 
Dear Mr. 


At the time that you brought your son, William, to me for 
examination this afternoon, I informed you that | was un- 
able to determine without X-ray pictures whether a fracture 
existed in his injured right arm. Although | insisted and 
still do insist that an X-ray study should be made of Wil- 
liam’s arm, you have refused to follow my advice. | strongly 
urge you to permit me or some other physician of your 
choice to make this X-ray examination without further delay. 

Your neglect in not permitting a proper X-ray examination 
to be made of William’s arm may result in serious conse- 
quences if in fact a fracture does exist. 

Very truly yours, 


\i.D. 


Form 3.—Letter of Withdrawal from Case 


Dear Mr. 


I find it necessary to inform you that | am withdrawing 
from further professional attendance upon you for the reason 
that you have persisted in refusing to follow my medical ad- 
vice and treatment. Since your condition requires medical 
attention, I suggest that you place yourself under the care of 
another physician without delay. If you so desire, 1 shall be 
available professionally to attend you for a reasonable time 
after you have received this letter, either for regular or 
emergency medical treatment, but in no event for more than 
five days following such receipt. This should give you ample 
time to select a physician of your choice from the many com- 
petent practitioners in this city. With your approval, I will 
make available to this physician your case history and com- 
plete information regarding the diagnosis and treatment 
which you have received from me. 

Very truly yours, 


M.D. 


> 


Fors 4.—Statement of Patient Leaving Hospital 
Against Advice 


This is to certify that I am leaving 
Hospital at my own insistence and against the advice of the 
hospital authorities and my attending physician. | have been 
informed by them of the dangers attendant on my leaving 
the hospital at this time. I assume all responsibility for any 
results caused by leaving the hospital prematurely, and I 
hereby release the hospital, its employees and officers, and 
my attending physician from all liability of whatsoever na- 
ture in the premises. 


Signed 


I hereby agree to hold harmless the 
Hospital, its employees and officers, and my attending physi- 
cian, from all liability of whatsoever nature, with reference 
to the discharge of the patient named above. 


(Husband, wife, parents, etc. ) 


Date 


Witness 


Note. If the patient refuses to sign such a statement, he can- 
not be forced to do so, legally, nor may his release be with- 
held until he signs. If this occurs, the form should be filled 
out, witnessed by the hospital personnel present, and the 
statement made on the form “signature refused.” 
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ILLINOIS 


State Anesthesiologists Meeting.—The Illinois So- 
ciety of Anesthesiologists will meet Oct. 5 in the 
Beaubian Room of the Prudential Building, Chi- 
cago. A social hour will be held at 5 p. m., with 
dinner at 6 p. m. and the program beginning at 
7:30 p. m. Dr. Richard Foregger, director, depart- 
ment of anesthesiology, Marquette University 
School of Medicine, Milwaukee, Wis., will present 
“The Respiratory Valve.” A business meeting will 
follow. 


Chicago 

Appoint "‘Virector of Medical Education.—Dr. 
Robert E. Slayton has been appointed director of 
medical edrcation at St. Luke’s Hospital. His duties 
are to strengthen and direct the educational pro- 
gram for the hospital intern and resident staff. Dr. 
Slayton previously was associated with St. Luke's 
as a resident in medicine from 1951 to 1953; he was 
a fellow in medicine at the Joslin Clinic, Boston, 
1953-1954, and later became a lieutenant in the 
United States Navy. 


Medical History Meeting.—An open meeting of the 
Society of Medical History of Chicago will be held 
at the Institute of Medicine Oct. 9 at 8 p. m. Pro- 
gram topics and speakers follow: “Concepts of 
Psychic Functions—East and West, Ilza_ Veith, 
Ph.D., associate professor of the history of medi- 
cine, University of Chicago; and “Franklin D. 
Roosevelt, the Common Cold, and American His- 
tory, Dr. Noah D. Fabricant, clinical assistant 
professor of otolaryngology, University of Illinois 
College of Medicine. 


Heart-in-Industry Conference.—The Chicago Heart 
Association, the Chicago Association of Commerce 
and Industry, and the Central States Society of 
Industrial Medicine and Surgery announce the 
fifth heart-in-industry conference, a memorial to 
Gustav Freund II, to be held Oct. 11 at the Morri- 
son Hotel. The theme, “Living with Your Job,” will 
be discussed by Philip M. Hauser, Ph.D., University 
of Chicago; Dr. Benjamin Boshes, Northwestern 
University; Dr. Roy R. Grinker, Michael Reese 
Hospital; Dr. Allen McLean, International Business 
Machines Corporation; Mr. $. DeWitt Clough, Chi- 
cago Heart Association; Dr. Edward C. Holmblad, 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks betore the date of meeting. 


Industrial Medicine Association; Mr. William F. 
Brown, U. S. Steel Corporation; and Mr. Norman 
G. Brodie, Ford Motor Company. Luncheon speak- 
ers include Dr. Robert Collier Page, consultant in 
manpower development, New York City; and Mr. 
Oscar Maver, chairman of the board, Oscar Mayer 
and Company. For information write the Chicago 
Association of Commerce and Industry, 1 North 
La Salle, Chicago 2. 


MARYLAND 

Personal.—The Royal Medico-Psychological Asso- 
ciation of Great Britain has invited Dr. Leo Kanner, 
chief, children’s psychiatric service, Johns Hopkins 
Hospital, Baltimore, to deliver the annual Maudsley 
Lecture in London, England, in November, 19558. 
Dr. Kanner will be the third psychiatrist for the 
West and the first child psychiatrist to be so 
honored. 


General Practice Meeting.—The ninth annual scien- 
tific assembly of the Maryland Academy of General 
Practice will be held at the Tidewater Inn, Easton, 
Oct. 9-10, Nine category | credit hours will be given 
for attendance. The program includes the following 
topics by out-of-state speakers: 

Toxemias of Pregnancy, Dr. Washington C. Winn, profes- 
sor of clinical obstetrics, Medical College of Virginia, 
Richmond. 

Approach to Fluid Balance and Blood Electrolytes, Dr. R. V. 
Kron, medical department, Mead Johnson Company, 
Evansville, Ind. 

Vascular Disease in the Diabetic, Dr. Howard F. Root, 
physician-in-chief, Deaconess Hospital, Boston. 

Surgery of Acquired Valvular Heart Disease and Results, 
Dr. Robert P. Glover, clinical professor of thoracic surgery, 
Hahnemann Medical College and Hospital, Philadelphia. 

TB Case Finding, Diagnosis and Teatment for the General 
Practitioner, Dr. Julius Wilson, director of medical edu- 
cation, National Tuberculosis Association. 


A panel discussion, “Diagnosis of Heart Disease,” 
is scheduled, The banquet will be held Oct. 9. A 
ladies’ program has been arranged. For information 
write the Maryland Academy of General Practice, 
3722 Greenmount Ave., Baltimore 18, Md. 


MASSACHUSETTS 

Dr. Dana Honored.—Dr. George W. Dana, of 
Wellesley Hills, medical staff director of Boston’s 
New England Center Hospital was named the first 
recipient of the Medical Achievement Travel award, 
presented by the Purdue Frederick Company of 
New York, pharmaceutical firm. The award, “for 
his distinguished contributions to postgraduate 
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medical education,” was made at a reception at the 
Barbizon Plaza Hotel in New York City. In an- 
nouncing the award, Benjamin Schneider, president 
of the Purdue Frederick Company, said, “. . . The 
highlight of Dr. Dana’s projected trip abroad will 
be a series of visits to medical meetings, seminars, 
teaching centers, hospitals and research facilities 
in England, France, Italy, and Sweden.” 


Personal.—Dr. James B. Dealy Jr., Newton, has 
been appointed radiologist-in-chief at Boston’s 
Peter Bent Brigham Hospital, succeeding Dr. Mer- 
rill C. Sosman, who is currently on a visiting and 
lecture tour of Australia.——Dr. Patrick F. Butler, 
Boston, fellow emeritus of the American College of 
Radiology, was presented by Holy Cross College 
with an honorary doctor of science degree at recent 
commencement exercises in Worcester.——Dr. John 
J. Lorentz, of Methuen, has been appointed physi- 
cian-in-charge of the Boston Dispensary Rehabilita- 
tion Institute and assistant professor of physical 
medicine and rehabilitation at Tufts University 
School of Medicine. Both are units of the New Eng- 
land Medical Center. Dr. Lorentz formerly was 
assistant medical director of the Bay State Medical 
Rehabilitation Clinic and the department of physi- 
cal medicine of Massachusets General Hospital. 


NEW YORK 

Appoint Hospital Director.—Dr. George L. Warner, 
assistant director of Marcy State Hospital, has 
been appointed director of Craig Colony, state hos- 
pital for epileptics in Sonyea, Livingston County, 
succeeding Dr. William C. Johnston, who has re- 
turned to his former post in the department of 
correction. Dr. Warner has been at Marcy State 
Hospital for 14 years, serving as assistant director 
and acting director. He began his career with the 
state in 1923 at Marcy State Hospital, progressing 
through successive grades until his appointment as 
clinical director at Matteawan State Hospital for 
the Criminally Insane in 1931. In 1941 he became 
clinical director at Utica State Hospital, and two 
years later he transferred to Marcy. He is a diplo- 
mate of the American Board of Psychiatry and is 
currently president of the Mohawk Valley Neuro- 
psychiatric Society. 


Centers for Retarded Children.—A grant of $45,000 
to establish the Buffalo Diagnostic and Counselling 
Study Center for Mentally Retarded Children has 
been announced, This center will be an integral 
part of the rehabilitation center of the Children’s 
Hospital and Crippled Children’s Guild. The Inter- 
departmental Health Resources Board, which has 
the responsibility of the initiation and development 
of health programs of interdepartmental concern, is 
promoting such centers. The Buffalo center is the 
first major clinic of its type to be established in the 
Upstate New York area. Complete evaluation, diag- 
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nosis, and treatment will be offered to children 
suspected of being or known to be mentally re- 
tarded. In addition to a complete medical and 
psychological diagnosis, an estimate will be made 
of their capabilities, with emphasis laid upon what 
the child may be able to do rather than on his 
disabilities. The center will also act as a consulta- 
tion service to private physicians, social agencies, 
and schools and will cooperate with all agencies 
serving the mentally retarded child. Other features 
of the program will be teaching of undergraduate 
and postgraduate medical students, graduate phy- 
sicians, nurses, psychologists, and social workers 
in modern techniques of treatment, evaluation, and 
diagnosis of mental retardation. 


New York City 

Public Health Positions Available-—The City ot 
New York is seeking applicants to serve as senior 
public health physicians ( District Health Adminis- 
tration) with its Department of Health. Physicians 
in these positions administer the community health 
services of a large health district, a health district 
with unusual or specialized problems, or a special 
public health program. New York City is divided 
into 30 public health districts. The larger districts 
are equivalent to cities of over 300,000 population. 
Candidates must be graduates of a school of medi- 
cine and must have one year of formal appointment 
as an intern in an approved general hospital. In 
addition, they must have a master’s degree in public 
health and three vears of full-time paid experience. 
Candidates who hold a licence to practice medicine 
in states other than New York will be required to 
obtain a New York State license by the end of the 
third month of their employment. The salary range 
for senior public health physicians is $11,200 to 
$13,600 a year. If conditions warrant, the Civil 
Service Commission may examine for these positions 
in such locations outside New York City as Boston, 
Chicago, Cleveland, and Washington, D. C. For 
information write Mr. Arnold de Mille, Director of 
Recruitment, The City of New York, Department 
of Personnel, 299 Broadway, New York 7, N. Y. 


GENERAL 
Undergraduate Essay Contest.—The American Col- 
lege of Chest Physicians announces the 1958 prize 
essay contest offering three cash awards: first 
prize, $500; second prize, $300; and third prize, 
$200. The contest is open to undergraduate medical 
students throughout the world. Essays may be writ- 
ten on any phase of the diagnosis and treatment ot 
chest diseases (heart and/or lung). The contest 
closes April 15, 1958. For information write the 
American College of Chest Physicians, 112 E. 
Chestnut St., Chicago 11, Il. 

Winners of the 1957 contest and their subjects 
are as follows: 
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Henry Buchwald, Columbia University College of Physicians 
and Surgeons, New York City, “The Surgical Treatment of 
Coronary Heart Disease.” 

James T. Post, University of California Medical School, San 
Francisco, “The Incidence of Pulmonary Tumors in Mice 
xposed to Aerosols of Therapeutic Agents.” 

Stephen A. Kieffer, University of Minnesota Medical School, 
Minneapolis, “A ‘Trial Septal Defect: An Evaluation of 
Surgical Closure.” 


Anesthesiologists Meet in Los Angeles.—The annual 
meeting of the American Society of Anesthesiologists 
will be held Oct. 14-18 at the Hotel Statler, Los 
Angeles. An address will be given by Major Gen- 
eral Paul I, Robinson, M. C., executive director, 
Office for Dependents’ Medical Care, Washington, 
D. C., on Oct. 15. The tollowing panel discussions 
are planned: Muscle Relaxants: The Changing 
Picture; Pediatric Care; Effectiveness of Mechanical 
Ventilators; Patient with Cardiac Disease as a Sur- 
gical Risk; Anesthesia and the Midbrain; Instru- 
mentation Applicable to the Teaching and Clinical 
Practice of Anesthesiology; and Office Practice of 
Anesthesiology. Foreign speakers and their topics 
include Dr. Edith Simandl, Second Surgical Uni- 
versity Clinic, Vienna, Austria, “Experience with 
Stellate Ganglion Block and Paravertebral Syinpa- 
thetic Block Treatment in Sudeck’s Disease,” and 
Dr. Joachim Bark, Tubingen University, Tubingen, 
Germany, “Limiting Factors in Resuscitation.” Mo- 
tion picture sessions and exhibits are planned. A 
dinner-dance is scheduled tor Oct. 17. For informa- 
tion write the American Society of Anesthesiologists, 
Inc., ISS W. Randolph St., Chicago 1. 


Southwestern Medical Association Meets in El Paso. 
—The annual meeting of the Southwestern Medical 
Association will be held Oct. 9-11, with headquar- 
ters at the Hotel Paso del Norte, El Paso, Texas. 
Addresses will be given by Dr. Robert F. Thompson, 
president of the El Paso County Medical Society. 
and Dr. Celso C, Stapp, president of the association. 
Following are the guest speakers: Dr. William Par- 
son, University of Virginia School of Medicine, 
Charlottesville; Dr. Oscar Creech Jr., Tulane Uni- 
versity of Louisiana School of Medicine, New Or- 
leans; Dr. E. E. Muirhead, Southwestern Medical 
School of the University of Texas, Dallas; Dr. 
Frederick C. Bost, president, American Academy of 
Orthopedic Surgeons; Dr. J. S$. De Tar, past-presi- 
dent, American Academy of General Practice; Dr. 
Robert H. Hingson, Western Reserve University, 
Cleveland; Dr. Howard P. House, University of 
Southern California School of Medicine, Los Ange- 
les; Dr. Phillip Thygeson, University of California 
School of Medicine, San Francisco; and Dr. Ed- 
ward A. Banner, Mayo Clinic, Rochester, Minn. 
Scientific and technical exhibits are planned. The 
banquet will be held Oct. 11. A ladies’ program has 
been arranged. Registration fee is $15. For informa- 
tion write Southwestern Medicine, Suite 700 Elec- 
tric Building, El Paso, Texas, 
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Fellowships in Allergy.—The American Foundation 
for Allergic Diseases has announced the availability 
of postdoctoral fellowships in research and clinical 
allergy for two years each, with stipends as follows: 
first vear, $4,500; second year, $4,750; laboratory 
and travel expenses for two-vear period, $750, Can- 
didates must be graduates of approved medical 
schools and must have completed one or two years 
of the graduate training required as a preliminary 
to certification by the Boards of Internal Medicine 
or Pediatrics; they are to devide their time be- 
tween research and clinical training, and in the 
second year 10% or 15% of a candidate's time might 
be devoted to teaching. The respective institutions 
have taken the necessary steps to have this training 
credited toward the subspecialty in allergy by the 
Board of Internal Medicine and the Board of 
Pediatrics. 

Requests for applications should be sent directly 
to one of the following, in whose field the candidate 
would like to work: Dr. Colin M. MacLeod, pro- 
fessor of Research Medicine, University of Pennsyl- 
vania, $20 Maloney Clinic, 36th and Spruce Streets, 
Philadelphia 4, Pa., or Dr. Herman N. Eisen, Pro- 
fessor of Medicine (Dermatology), Washington 
University School of Medicine, 600 South Kings- 
highway, Saint Louis 10, Mo. Applications should 
be filed no later than Dec. 15. Notification will be 
mailed to successful candiates by Feb. 1, 1958. 


Military Surgeons Meeting in Washington, D. C.— 

The 64th annual convention of the Association ot 

Military Surgeons of the United States will be held 

Oct. 28-30 at the Hotel Statler, Washington, D. C. 

Theme for the convention is “Professional Excel- 

lence—The Criterion of Military Medicine.” The 

presidential address will be given by Col. Amos 

Koontz, M. C., National Guard, Maryland. Topics 

tor the general sessions include disaster medicine 

and the challenge of peace in the Pacific. The fol- 
lowing panel discussions will be held: 

Medical Education in the Federal Services, moderated by 
Dr. Frank B. Berry, assistant secretary of defense (health 
and medical). 

Surgery of the Large Intestine, with Brig. General Sam F. 
Seeley, M. C., U.S. Army, chief, professional division, Of- 
fice of the Surgeon General, Washington, D. C., presiding. 

Management of Patients with Coronary Artery Disease, a 
joint medical and surgical panel. 

‘Training of Enthsted Medical Technicians, moderated by 
Dr. Russell A. Nelson, director, Johns Hopkins Hospital, 
Baltimore. 


Medical motion pictures will be shown through- 
out the convention. An international luncheon cere- 
mony will be held Oct. 29. Entertainment includes 
a U.S. Army Band Concert, Oct. 29, and a dinner- 
dance, Oct. 30. Scientific exhibits and a special 
ladies program are planned. For information write 
the Association of Military Surgeons in the United 
States, Suite 715, New Medical Building, 1726 Eve 
St., N. W., Washington 6, D. C. 
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Seek Identity of Slain Boy.—Police Commissioner 
Thomas J. Gibbons of Philadelphia believes that 
some physician in the United States might help 
solve a brutal murder case that has been baffling 
detectives of that city for more than seven months. 
Last Feb. 25 the nude body of a white boy 4 or 5 
years old, wrapped in a cheap blanket, was found 
in a cardboard carton in an isolated section ot 
Philadelphia. Multiple bruises indicated that death 
from head injuries occurred violently between 3 
and 14 days before discovery of the body, The 
victim was 40'2 in. tall, weighed 30 lbs., had crude- 
ly cut brown hair, blue eyes, a full set of baby 
teeth, neatly clipped finger and toe nails, and a 
small L-shaped scar under his chin. 


a 


Face of the dead child. 


Dr. Joseph Spelman, medical examiner for Phila- 
delphia, reports there also was a half-inch long 
crescentic scar on the righ side of the neck, and a 
short, well-healed hairline scar overlying the third 
interspace one and one-half inches to the left of 
the anterior midline. There were two small old 
hairline healed scars in the right femoral and right 
inguinal triangles which may represent surgical 
incisions, according to Dr. Spelman. 

“We feel that the child might readily be recog- 
nized by a physician who has treated him,” wrote 
Police Commissioner Gibbons in a letter to the 
American Medical Association. “It is possible that 
he was a resident of the Philadelphia area. How- 
ever, the case has been so widely publicized here 
that this now seems doubtful. My purpose in writ- 
ing is to appeal to you for assistance in publicizing 
this mysterious case nationally to the medical pro- 
fession.” 
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Physicians who may be able to supply a clue to 
the dead boy’s identity are asked to notify Phila- 
delphia detective headquarters (telephone MUnici- 
pal 6-9700) or their local police department. 


Prevalence of Poliomyelitis—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Sept. 7, 1957 Sept. &, 
1956 
Paralytic Total Total 
Area Cases (Cases 
New England States 
New Hampshire .......... TT les 
Middle Atlantie States 
4 12 4? 
eee 1 16 
East North Central States 
3 4 19 
2 16 59 
West North Central States 
South Atlantie States 
2 3 7 
East South Central States 
2 3 M4 
3 
West South Central States 
2 3 28 
Mountain States 
ines 1 } 7 
Pacifie States 
3 16 57 
Territories and Possessions 


‘ 
bd 
J 
j 
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Pacific Coast Fertility Society.—The seventh an- 
nual meeting of the Pacific Coast Fertility Society 
will be held Nov. 7-10 at the El Mirador Hotel in 
Palm Springs, Calif. Scientific sessions will be de- 
voted to presentations related to new advances in 
the management of clinical infertility. The meeting 
is open to all physicians and research workers. 
Registration fee is $10. There is no fee for interns, 
residents, or armed services medical officers. Pro- 
gram chairman is Dr. Albert L. Banks, 707 Broad- 
way, Seattle. Advance registration may be made 
by writing to Dr. Edward T. Tyler, Secretary- 
Treasurer, 921 Westwood Blvd., Los Angeles 24, 


Calif. 


Midwest Physicians Meeting.—The midwest region- 
al meeting of the American College of Physicians 
will be held Oct. 12 at Lincoln Hall, University of 
linois, Urbana-Champaign, A total of 21 papers 
are scheduled for presentation, including “Reversi- 
ble Hypertension and Unilateral Renal Artery Dis- 
ease, by Dr. Derek D. Gellman, Berkeley Fellow, 
Middlesex Hospital, London, England. Dr. Richard 
A. Kern, president, American College of Physicians, 
will speak on “Some Personal Observations in the 
Near and Middle East” at the dinner at the Urbana-— 
Lincoln Hotel. A program of ladies’ entertainment 
has been arranged. For information write Dr. B. 
Smith Hopkins Jr., 602 W. University Ave., Urbana, 
Illinois. 


Audiology and Speech Fellowships.—Establishment 
of two fellowships in audiology and speech at 
Northwestern University, Evanston, Il., has been 
announced by the American Hearing Society, its 
member agency, the St. Paul Hearing Society, and 
the university. The training program will be geared 
to preparing qualified persons for work in local 
hearing societies. The fellowships, made possible by 
a bequest from the Myers Foundation of St. Paul, 
Minn., are to be known as the Reine Humbird 
Myers Fellowships. Each fellowship will pay $3,000 
a year for two years. For information write Mr. 
Crayton Walder, executive director, American 
Hearing Society, 1800 H St., N. W., Washington 
9, D. C., or to Raymond Carhart, Ph.D., School ot 
Speech, Northwestern University, Evanston, IIL. 


CANADA 

University Survey of General Medical Practice.— 
A study of general medical practice in Canada is 
being carried out by the School of Hygiene of the 
University of Toronto with aid from a Rockefeller 
Foundation grant of about $115,500 available over 
a two-vear period. 

The study, already begun, is employing many of 
the techniques, such as personal interviews, direct 
observation of the work of the participating physi- 
cians, and statistical methods, developed in a similar 
study at the University of North Carolina, Chapel 
Hill. Because of great variations in population 
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density, economic prosperity, medical practice 
habits, and methods of payment for medical care in 
different parts of Canada, however, the University 
of Toronto study will be conducted on a Dominion- 
wide basis. The program has been divided into 
stages, the first of which, limited to the Province of 
Ontario, is already well advanced. 

In its survey the university examines the type 
and volume of illness treated by general medical 
practitioners. The university also intends to study 
the types of practice found in several areas in an 
effort to determine the type of family doctor needed 
in the diverse economic and geographic regions of 
Canada. The project has the backing of the Cana- 
dian Medical Association and Canadian College ot 
General Practice, and the financial support of the 
Canadian Department of Public Health and the 
Canadian Life Insurance Officers’ Association. 


LATIN AMERICA 


Yellow Fever Virus in Panama.—The Government 
of Panama has informed the Pan American Sani- 
tary Bureau, World Health Organization, that the 
virus of yellow fever has been isolated from a batch 
of Haemagogus lucifer mosquitoes captured in 
Penas Balces, Province of Colon. This locality is 
near the Trans-Isthmian Highway, 20 miles south- 
east of the city of Colon. 


FOREIGN 


Dr. Guleke Honored.—The International College 
of Surgeons has conferred upon Prof. Dr. Nicolai 
Guleke, professor emeritus of the University of 
Jena, Germany, and former professor of the Sur- 
gical University Clinic, Marburg, Germany, the 
designation of “Master Surgeon.” Only five others 
have been given this distinction in the College’s 22 
vears of existence. Prof. Guleke developed opera- 
tions for rectal cancer, joint diseases, and tumors 
within the chest. The honor was announced at 
ceremonies which climaxed the recent congress of 
the U. S. and Canadian Sections of the college. 


European Federation of Surgeons.—Two meetings 
of the newly formed European Federation, Inter- 
national College of Surgeons, have been announced. 
One will be held in Vienna Oct. 18-20 and the other 
during the World’s Fair in Brussels May 15-18, 
1958. The Vienna congress will be under the di- 
rection of Prof. Dr. Felix Mandl and Prof. Dr. 
Leopold Schonbauer, of the surgical department, 
University of Vienna, The meeting will bring to- 
gether the German, Austrian, Dutch, Swiss, and 
other sections, About 75 papers will be presented. 
Sessions will be held in Billroth-Haus, Vienna. Nine 
surgeons will participate in a symposium on “Sur- 
gery of Athletic Injuries.” Scientific themes will in- 
clude “Diseases of Connective Tissues,” “Modern 
Therapy of Malignancies,” “Errors in Diagnosis and 
Therapy,” “Bone Tumors,” and “Contrast Visualiza- 
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tions of Internal Organs, Their Value and Dangers.” 
Entertainment will include a reception in City Hall, 
a visit to the opera, and tours, Inquiries about sci- 
entific matters should be addressed to Dr. Felix 
Mandl, Reichsratsstrasse 11, Vienna I. 

The Brussels congress will bring together the 
Austrian, Belgian, English, Finnish, French, Ger- 
man, Greek, Italian, Dutch, Spanish, Swiss, and 
Turkish sections. The meeting will be under the 
auspices of the Belgian section and the direction of 
Prof. Dr. John Henri Oltramare, of the University 
of Geneva and director of the European Federation, 
and Drs. Leopold Lambert, André Sondervost, and 
G. F. Van Keerbergen, president, secretary, and 
vice-president, respectively, of the Belgian section. 
For information write the Secretariat, International 
College of Surgeons, 1516 Lake Shore Drive, Chi- 
cago 10, Il. 


DEATHS IN OTHER COUNTRIES 


Sir Charles Read.—The president of the Royal Col- 
lege of Obstetricians and Gynecologists, Sir Charles 
Read, was taken ill aboard his yacht recently and 
died soon after reaching a hospital in Dartmouth, 
England. Sir Charles was appointed president of 
the Royal College of Obstetricians and Gynecolo- 
gists in 1955 and was reelected this year. He was 
an honorary fellow of the American Association of 
Obstetrics, Gynecology, and Abdominal Surgeons 
and the American Gynecological Society. Over a 
period of vears he had instructed medical students 
at Charing Cross Hospital and Medical School and 
other institutions, and postgraduate students at 
Hammersmith and Chelsea Hospital for Women. 
Born in Dunedin, New Zealand, Sir Charles studied 
at the University of Otago, Dunedin, and the Otago 
Medical School, where he won honors in clinical 
medicine. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NaTIONAL Boarp oF Mepicat Examiners: Part 1. Various 
Centers, Sept. 3-4. Sec., Dr. John B. Hubbard, 133 South 
36th St., Philadelphia 4. 


MEDICAL SPECIALTY BOARDS 


AMERICAN Boarb OF ANESTHESIOLOGY: Oral, Washington, 
Oct. 28-Nov. 1. Various locations in the United States 
and Canada, July 18, Final date for filing application is 
Jan. 18. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 

AMERICAN Board oF Dermato.ocy: Oral. Baltimore, Oct. 
11-13. Final date for filing application was April 1. Sec., 
Dr. Beatrice Maher Kesten, One Haven Ave., New 
York 32. 
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AMERICAN BoArb OF INTERNAL MEDICINE: Written. Oct. 21. 
Oral. Los Angeles, Sept. 11-14. Final date for filing ap- 
plications was Feb. 1. Exec. Sec., Dr. W. A. Werrell, 
1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BoArp oF OssTETRICS AND GYNECOLOGY. Various 
locations in the United States and Canada. Part I. Jan, 2. 
Part II. Chicago, May 7-17. Final date for filing appli- 
cation is September 1. Sec., Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6. 

AMERICAN Boarp oF OpHTHALMOLOGY: Oral, Chicago, Oct. 
7-11. Written. January 1958. Final date tor filing appli- 
cation was July 1. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Boarp oF OrtTHOPAEDIC SuRGERY: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Part II. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

AMERICAN Board OF OTOLARNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp or Oral and Written. Patho- 
logic Anatomy and Clinical Pathology. New Orleans, 
Sept. 26-28. Final date for filing application is August 
15. Sec., Dr. Edward B. Smith, Indiana University Med- 
ical Center, Indianapolis 7. 

AMERICAN Boarp OF Pepiatrics: Oral. Chicago, Oct. 11- 
13. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN Boarp or PLAstic SurGcERyY: Oral and Written 
Examination. San Francisco, Oct. 31-Nov. 2. Final date 
for filing case reports was July 1. Corresponding Sec., 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN Boarp oF Preventive Mepicine: In Public 
Health. Oral and Written. Cleveland, Nov. 7-9. Sec., 
Dr. Thomas F. Whayne, 3438 Walnut St., Philadelphia. 

AMERICAN Boarp or Procrotocy: Oral and Written. Parts 
I and II. September. Sec., Dr. Stuart T. Ross, 520 Frank- 
lin Ave., Garden City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND NEUROLOGY: New 
York, Dec. 16-17. San Francisco, March 17-18. Sec., Dr. 
David A, Boyd, Jr., 102-110 Second Ave., $. W., Roches- 
ter Minn. 

AMERICAN Boarp or Rapiotocy: Washington, Sept. 23-28. 
Final date for filing application was June 1. Chicago, May 
20-24. Final date tor filing application is Jan. 1, 1958. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN Boarp or SunceERY: Part II, Buftalo, Sept. 23-24; 
New Haven, Oct. 21-23; Indianapolis, Nov. 18-19; Cin- 
cinnati, Dec. 16-17; New Orleans, Jan. 13-14; Durham, 
N. Car., Feb. 10-11; Baltimore, March 10-11; Chicago, 
May 12-13; Los Angeles, June 16-17 and Portland, Ore- 
gon, June 20-21. Sec., Dr. John B. Flick, 22’ So. 15th St., 
Philadelphia 2. 

AMERICAN Boarp OF UrnoLocy: Written examination. Vari- 
ous cities throughout the country, Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 
Minneapolis 16. 

Boarp oF THoRACIC SuRGERY: Written. Various centers 
throughout the country, Sept. 6, and the closing date for 
registration was July 1, 1957. Sec., Dr. William H. Tuttle, 
1151 Taylor Ave., Detroit 2. 
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DEATHS 


Fitzgibbon, John Harold * Trustee of the American 
Medical Association from 1945 to 1950, died at his 
home in Portland, Ore., Sept. 5, aged 63. Dr. Fitz- 
gibbon was born in Portland Jan. 26, 1894. In 192] 
he graduated from Rush Medical College in 
Chicago, where he served an internship at the 
Presbyterian Hospital. He then began the private 
practice of medicine, joining the faculty of the 
University of Oregon Medical School as assistant 
clinical professor of medicine and served as chief 
of the division of gastroenterology, later becoming 
clinical professor of inter- 


Comfort, Mandred Whitset * Rochester, Minn.; 
born in Hillsboro, Texas, June 10, 1895; University 
of Texas School of Medicine, Galveston, 1921; 
served on the faculty of his alma mater; came to 
Rochester, Minn., on July 1, 1923 as a fellow in 
neurology of the Mavo Foundation; in 1926 re- 
ceived the degree of master of science in neurology 
from the University of Minnesota; on July 1, 1928 
appointed to the staff of the Mayo Clinic as a 
consultant in medicine and since 1952 a member 
of the board of governors of that institution; be- 

came an instructor in med- 


nal medicine and head of 
the division of gastroen- 
terology. Dr. Fitzgibbon 
was a member of the House 
of Delegates of the Ameri- 
can Medical Association 
from 1936 to 1943, when 
he became a member of its 
Council on Medical Service 
and Public Relations, serv- 
ing as chairman in 1944- 
1946. A specialist certified 
by the American Board of 
Internal Medicine, he was 
a life member of the Amer- 
ican College of Physicians, 
a fellow of the American 
Gastroenterological Associ- 
ation, a member of the 
North Pacific Society of In- 
ternal Medicine, of which 
he was past-president, the 
American Gastroscopic 
Club, serving as president 
1946-1947, Pacific Interur- 
ban Clinical Club, the In- 
ternational Society of Gas- 
tro-Enterology, Portland Academy of Medicine, 
Japan Medical Association, Beta Theta Pi, Nu Sigma 
Nu, and Sigma Xi. For many vears Dr. Fitzgibbon 
was a member of the Council of the Oregon State 
Medical Society, and from 1942 to 1947 he was a 
member of the board of trustees of the National 
Physicians Committee. He was a member of the 
staffs of St. Vincent’s, Providence, and Multnomah 
County hospitals and consulting gastroenterologist 
for the Veterans Administration Hospital. Since 
1947 Dr. Fitzgibbon was president of the Clacka- 
mas Broadcasters, Inc., (KGON ). 


® Indicates Member of the American Medical Association. 


JouN H. Frrzcinpon, M.D. 
1894-1957 


icine in the Mayo Founda- 
tion, Graduate School, Uni- 
versity of Minnesota, in 
1928, and was advanced to 
the grade of assistant pro- 
fessor in 1934, associate 
professor in 1941 and pro- 
fessor in 1946; specialist 
certified by the American 
Board of Internal Medi- 
cine; fellow of the Ameri- 
can College of Physicians; 
member of the American 
Gastroenterological Associ- 
ation of which he was sec- 
ond vice president in 1955 
ond in 1957 was chosen 
president of that organiza- 
tion; member of the central 
committee for the World 
Congress of Gastroenterol- 
ogy which met in Washing- 
ton, D. C., in May 1957; 
member of the Southern 
Minnesota Medical Associ- 
ation, Minnesota Society of 
Internal Medicine, Central 
Society tor Clinical Research, Association of Amer- 
ican Physicians, the Alumni Association of the Mavo 
Found ition, the Alpha Omega Alpha medical honor 
society and the Alpha Kappa Kappa _ professional 
medical fraternity; in 1951 served as president ot 
the Mayo Foundation chapter of the Society of the 
Sigma Xi; one of two authorities selected to give 
the ninth annual Dr. Max Ballin Memorial Lectures 
at the Detroit Institute of Arts in 1941; from 1946 to 
1950, and again after 1952 a consultant to the Na- 
tional Cancer Institute; received the honorary de- 
gree of doctor of laws from Austin College, Sherman, 
Texas, in 1954; died in St. Mary's Hospital Aug. 7, 
aged 62, of coronary disease. 
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Lockwood, Ira Hiram * Kansas City, Mo.; born in 
Storm Lake, Iowa, Nov. 29, 1885; Hahnemann Med- 
ical College and Hospital, Chicago, 1909; specialist 
certified by the American Board of Radiology and 
served as a trustee and at one time president; chair- 
man, 1951-1952 and vice chairman, 1950-1951, Sec- 
tion on Radiology, American Medical Association; 
received the gold medal award from the American 
College of Radiology, of which he was president, 
and chairman of the board of chancellors; past- 
president of the Radiological Society of North 
America and recipient of its award of merit for 
original scientific investigation or roentgenologic 
examination of the breast; president of the Jackson 
County Medical Society in 1938; fellow of the In- 
ternational College of Surgeons; member of the 
American Roentgen Ray Society, American Radium 
Society, and the Industrial Medical Association; 
veteran of World War I; formerly member of the 
state board of health; incorporator of the Kansas 
City Blue Cross Plan in 1938 and of the Blue Shield 
Plan five vears later; first president of the Blue 
Shield serving from 1943 to 1953 and member of its 
executive committee of the board of directors and 
that of Blue Cross, became a radiologist at St. 
Luke's Hospital and a short time later became head 
of the department of radiology and director of 
radiology at the clinic, Research Hospital; con- 
sultant radiologist, Kansas City General Hospital 
number one and two; radiologist, Children’s Mercy 
Hospital, Kansas City, Mo., John Fitzgibbon Me- 
morial Hospital, Marshall, Olathe (Kan.) Com- 
munity Hospital, Cushing Memorial Hospital, Leav- 
enworth, Kan., Rothwell Memorial Hospital, Se- 
dalia, and Smithville (Mo.) Community Hospital; 
area consultant, Veterans Administration; died July 
29, aged 72, of coronary sclerosis. 


Murray, Alexander, Colonel, U. S. Army, retired, 
Los Angeles; born in 1874; Columbian University 
Medical Department, Washington, D. C., 1902; 
service member of the American Medical Associa- 
tion; fellow of the American College of Surgeons: 
commissioned in the U.S. Army in 1902; served in 
Panama, during construction of the Canal; also in 
Alaska; served in the Philippines during the insur- 
rection, again as commander of Sternberg Genera! 
Hospital, and again as department surgeon; was 
division surgeon of the 40th Infantry Division in 
World War | and was recalled to active duty for 
service at the University of Buffalo in World War 
Il; at the time of his retirement in 1938 was in com- 
mand of the General Dispensary, War Department, 
Washington, D. C.; died in Pasadena, Calif., July 
29. aged 83, of myocardial infarction. 


Sohler, Theodor Paul * New Haven, Conn.; born 
in Wilhelmshaven, Germany, Sept. 4, 1911; Albert- 
Ludwigs—Universitat Medizinische Fakultat, Frei- 
burg, Baden, Germany, 1938; specialist certified by 
the American Board of Psychiatry and Neurology: 
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member of the American Psychiatric Association 
and the Association for Research in Nervous and 
Mental Diseases; served on the faculty of Yale Uni- 
versity School of Medicine; at one time clinical 
psychiatrist of the Connecticut State Commission 
on Alcoholism in Hartford; served as chief of the 
neuropsychiatric service at the Veterans Adminis- 
tration Hospital in Newington; on the staff of the 
Meriden (Conn.) Hospital; for many years on the 
staff of the Grace-New Haven Hospital; died July 
19, aged 45. 


Young, Charles Augustus * Roanoke, Va.; born in 
1889; University of Maryland School of Medicine 
and College of Physician and Surgeons, Baltimore, 
1914; specialist certified by the American Board of 
Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology, American 
Ophthalmological Society, and the Association for 
Research in Ophthalmology; past-president of the 
Roanoke Academy of Medicine and the Virginia 
Society of Ophthalmology and Otolaryngology; vet- 
eran of World Wars I and II; on the staffs of the 
Lewis—Gale, Jefferson, Roanoke Memorial, and 
Shenandoah hospitals; consultant, Veterans Admin- 
istration Hospital; died July 25, aged 67, of carci- 
noma of the colon. 


Pruitt, Marion Columbus * Atlanta, Ga.; born Nov. 
20, 1885; Atlanta School of Medicine, 1911; special- 
ist certified by the American Board of Surgery and 
the American Board of Proctology; member of the 
American Proctologic Society; fellow of the Ameri- 
can College of Surgeons; past-president of the Ful- 
ton County Medical Society; in 1942 member of the 
House of Delegates of the American Medical Asso- 
ciation; veteran of World War I; served on the fac- 
ulty of Emory University School of Medicine; on 
the staffs of the Grady Memorial, St. Joseph, Geor- 
gia Baptist, and Crawford W. Long Memorial hos- 
pitals; died July 16, aged 71, of coronary thrombosis. 


York, James Arthur, Baltimore; born in Rose, Tenn., 
July 31, 1893; Johns Hopkins University School of 
Medicine, Baltimore, 1923; member of the Medico- 
Chirurgical Faculty of Maryland; served as presi- 
dent of the board of Randolph-Macon Woman's 
College in Lynchburg; formerly trustee of the Ran- 
dolph Macon College in Ashland; veteran of World 
War I; served on the staffs of the Hospital for the 
Women of Maryland, Johns Hopkins, Union Me- 
morial, Mercy, St. Joseph, South Baltimore General, 
and Bon Secours hospitals, and the Church Home 
and Infirmary; died in Friendship, Md., July 20, 
aged 63, of carcinoma of the stomach. 


Aiken, Ralph Charles * Blue Island, Ill.; North- 
western University Medical School, Chicago, 1921; 
member of the American Academy of General Prac- 
tice; formerly executive secretary of the Illinois 
Academy of General Practice; secretary of the 
Southern Cook County Branch of the Chicago Med- 
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ical Society; served as vice-president of the Blue 
Island Chamber of Commerce; on the staffs of In- 
galls Memorial Hospital in Harvey and St. Francis 
Hospital, where he died Aug. 1, aged 66, of heart 
disease. 


Quay, William Hendricks, Wilkes-Barre, Pa.; West- 
ern Pennsylvania Medical College, Pittsburgh, 
1894; an associate member of the American Medical 
Association; veteran of the Spanish-American War; 
medical examiner for the selective service boards 
during World Wars | and I; formerly practiced in 
Meadville, where he was on the staffs of the City 
and Spencer hospitals; served on the staff of the 
Titusville (Pa.) Hospital; died in Bloomsburg, July 
7, aged S6. 


Shaver, William Trantham, Albemarle, N. C.; Uni- 
versity of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore, 1919; 
member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; served 
as president of the Stanly County Medical Society 
and the Seventh District Medical Society; veteran 
of World War 1; on the staff of the Stanly County 
Hospital; surgeon for the Southern Railway; died 
July 16, aged 63, of heart disease. 


Averill, Zelpha Walker, Mansfield, Ohio; Laura 
Memorial Womans Medical College, Cincinnati, 
1897; served on the board of the Mansfield General 
Hospital; died July 20, aged $4. 


Baker, Bryant Orland * Dallas, Texas; Baylor Uni- 
versity College of Medicine, Dallas, 1938; member 
of the American Academy of General Practice; died 
July 24, aged 56, of acute myocardial infarction and 
coronary arteriosclerosis. 


Banks, Eldridge James * Ellisville, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1905; died in 
Jackson July 29, aged $5. 


Barnett, Spurgeon Hemperley, Little Rock, Ark.; 
St. Louis College of Physicians and Surgeons, 1917; 
Kansas City (Mo.) College of Medicine and Surgery, 
1920; died July 16, aged 71. 


Barshay, Bernard, Castle Point, N. Y.; Tufts College 
Medical School, Boston, 1927; service member of 
the American Medical Association; specialist certi- 
fied by the American Board of Pathology; member 
of the College of American Pathologists and the 
American Society of Clinical Pathologists; chiet of 
the laboratory service, Veterans Administration 
Hospital, where he died May 16, aged 54, of coro- 
nary occlusion. 


Christie, Ralph Conklin, Long Beach, Calif.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1909; an associate member of the American Medical 
Association; veteran of World War I; formerly mem- 
ber of the city council and of the city water com- 
mission; died Aug. 2, aged 74, of cancer. 
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Farnham, Waldo Clay, St. Petersburg, Fla.; North- 
western University Medical School, Chicago, 1910; 
veteran of World War I; died in the Mound Park 
Hospital June 24, aged 75, of myocardial infarction 
and coronary thrombosis. 


Farrage, James H., Santa Ana, Calif.; University of 
Louisville (Ky.) Medical Department, 1911; an as- 
sociate member of the American Medical Associa- 
tion; on the staff of the Santa Ana Community Hos- 
pital; died in St. Joseph Hospital June 6, aged 78, 
of cerebral thrombosis. 


Guy, Robin Jefferson, Paynesville, Mo.; St. Louis 
College of Physicians and Surgeons, 1910; died 
June 13, aged 69. 


Hawks, Edwin Andrew Jr., Tulsa, Okla.; Washing- 
ton University School of Medicine, St. Louis, 1895; 
died May 30, aged 83, of a heart attack. 


Hersohn, William Wolfe * Atlantic City, N. J.; 
Jefferson Medical College of Philadelphia, 1933; 
specialist certified by the American Board of Pa- 
thology; member of the College of American Pa- 
thologists and the American Society of Clinical 
Pathologists; veteran of World War II; associated 
with the Atlantic City Hospital and the Shore Me- 
morial Hospital in Somers Point, where he died July 
17, aged 56, of acute myocardial infarction. 


Howell, Harriett, San jose, Calif.; Hahnemann 
Hospital College of San Francisco, 1896; died June 
25, aged 82. 


Laroche, Armand * Rutland, Mass.; University of 
Montreal Faculty of Medicine, Montreal, Quebec, 
Canada, 1922; member of the American Trudeau 
Society; assistant superintendent, Rutland State 
Sanatorium; died in the Kerbs Memorial Hospital, 
St. Albans, Vt., July 6, aged 60, of emphysema and 
renal tuberculosis. 


Lesem, Alexander Marx * San Diego, Calif.; Col- 
lege of Physicians and Surgeons, Los Angeles, 
1914; served as city and county health officer; died 
July 16, aged 77, of a heart attack. 


Loftus, Michael Emmet, Indianapolis; Louisville 
(Ky.) Medical College, 1904; died July 23, aged 77, 
of a heart attack. 


McCartin, John Edward, Boston; Tufts College 
\ledical School, Boston, 1908: on the staff of the 
Massachusetts General Hospital; died June 22, 
aged 78, of coronary occlusion. 


McGuire, Roy Alvin * Fairfield, lowa; State Uni- 
versity of Iowa College of Medicine, lowa City, 
1908; member of the American Academy of Gen- 
eral Practice; past-president of the Jefferson County 
Medical Society; formerly practiced in Brighton, 
where he was mayor and a member of the school 
board; member of the school board in Fairfield; 
died July 19, aged 76. 
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CANADA 


Aseptic Meningitis with Rubelliform Rash.—In 
1956, Toronto virologists described the occurrence 
of 96 cases of aseptic meningitis, in about half of 
which a virus was probably involved. In the Cana- 
dian Medical Association Journal (77:1, 1957) they 
report a further outbreak in Toronto and vicinity 
in 1956. There were 115 cases in children, and the 
most interesting clinical feature was the presence 
of a rubelliform rash in 50. Many other children 
were treated at home, and some adults were also 
affected, with an encephalitis occurring in most. 
The cell count in the spinal fluid was unusually 
high, with many neutrophils in the differential 
count, but the fluid was sterile. The condition 
seems to be new in Toronto, and some cases were 
probably due to a virus related to Echo virus type 
9. Strains isolated by tissue culture were pathogenic 
for suckling mice and caused myositis. They were 
not neutralized by antiserums to viruses of Cox- 
sackie types A9 or B1-5. 


Parotitis with Herpangina.—Howlett and Somlo re- 
ported four cases of what they considered a new 
entity, parotitis and herpangina associated with the 
presence of Coxsackie virus, group A (Canad. 
M. A. J. 77:5, 1957). The patients had a parotitis. 
fever, and herpetiform lesions in the mouth and 
throat. In all four cases the presence of Coxsackie 
virus was demonstrated in throat washings, and 
in two cases in the stool as well, by the characteris- 
tic lesions produced in suckling mice that had 
developed paralysis and myositis. No evidence of 
mumps or herpes virus infection was found. 


Fluoridation Ruled Ilegal—The Supreme Court 
has ruled that metropolitan Toronto cannot add 
fluorine compounds to the water it supplies to 15 
municipalities. The argument began when one of 
the municipalities, Forest Hill, sued Toronto, which 
was proposing to fluoridate the water. The first 
local decision was that the senior authority was 
perfectly entitled to do so, but the Ontario Appeal 
Court reversed this decision, and when Toronto 
carried its case to the Supreme Court the latter 
endorsed the Ontario Appeal Court's decision by 
five to two. The majority decision says that the new 
Metropolitan Toronto bylaw is not aimed at mak- 
ing the supply of water more pure and wholesome 
but is designed “to cause the inhabitants of the 
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Metropolitan area, whether or not they wished to 
do so, to ingest daily small quantities of fluoride 
in the expectation that this will render great num- 
bers of them less susceptible to tooth decay.” Hence 
the bylaw is considered to have exceeded the 
powers conferred by the Ontario legislature. This 
raises the question as to whether other Ontario 
municipalities that have already fluoridated their 
water are acting beyond their legal powers. The 
situation could be put right by fresh legislation at 
the next session of the Ontario Provincial Parlia- 
ment. 


Voluntary Hospital and Medical Insurance.—At the 
end of 1955, about 6,700,000 persons, or nearly 43% 
of the Canadian population, had some form of vol- 
untary hospital insurance, and 5,800,000, or 37%, 
of the population had medical insurance contracts 
to assist in paying for physicians’ services. The hos- 
pital insurance figures must be read in conjunction 
with the fact that in four provinces there are public 
hospital schemes run by province and/or munici- 
pality and covering most of the population, so that 
voluntary coverage there is confined either to per- 
sons not eligible to participate in the provincial 
scheme or to those wishing additional benefits such 
as private ward care. Thus, though the rate of 
growth of membership in voluntary schemes has 
Hattened out in recent vears, it still continues. The 
percentage increases in membership during 1955 
were as follows: nonprofit hospital insurance 6%, 
private hospital insurance 8%, nonprofit medical 
insurance 16%, and private medical insurance 8%. 
Ontario is the leading province as regards percent 
of population covered, both in voluntary hospital in- 
surance (71%) and in medical care insurance (51%). 


The Smoker's Lung.—Hamilton and co-workers 
(Canad. M. A. J. 77:177, 1957) made histological 
sections of the bronchial mucosa from autopsy ma- 
terial. Classification was made as to nonsmokers, 
smokers, and those with bronchogenic carcinoma. 
(In the last group the lung opposite to that affected 
by the tumor was sectioned.) They observed the 
following five types of morphologic change in the 
lining epithelium of the bronchi: basal cell hyper- 
plasia, stratification, squamous metaplasia, transi- 
tional metaplasia, and intermediate change. The 
most significant difference between the three groups 
was that basal cell hyperplasia was present in 80% 
of patients with carcinoma, 86% of smokers, and 
only 40% of nonsmokers. It is impossible to say 
whether this change is due to smoking or is even 
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precancerous, though it certainly suggests that 
something has caused an altered growth and matu- 
ration pattern in the epithelium. 


Symposium on Fluothane.—The July issue of the 
Canadian Anaesthetists’ Society Journal contains 
a symposium on the newly studied fluorinated hydro- 
carbon, Fluothane (2-bromo-2-chloro-1,1,1-trifluoro- 
ethane), a volatile anesthetic. This drug has been 
tried in several cities. Chang and co-workers used 
it as an anesthetic in 310 patients, in 120 with a 
closed and in 190 with a semiclosed technique. 
Induction was either by thiopental intravenously 
or by gas, oxygen. and Fluothane by mask. The 
chief advantages of the drug are that it is non- 
inflammable and nonexplosive and does not cause 
respiratory irritation. It reduces bleeding and allows 
good control of respiration. Recovery is moderately 
rapid and postoperative vomiting rare. However, 
it does cause cardiovascular depression, often se- 
vere, and also respiratorv depression, and it may 
cause cardiac arrhythmias. Relaxation is only mod- 
erate, and the drug is incompatible with epi- 
nephrine. 

After using it on 1,112 patients in Quebec City, 
Hudon found that it gave a pleasant induction and 
led to no anxiety provided it was administered 
smoothly and without a sudden increase in concen- 
tration, which can cause cardiac depression and 
dangerous hypotension. The absence of broncho- 
constriction, larvngospasm, and excessive bronchial 
secretion aids pulmonary ventilation. It decreases 
capillary oozing and seems to combat shock. Mac- 
Kay of Toronto used it on 203 patients and found 
that it could be used by the open drop method 
for mass casualties. He strongly recommends avoid- 
ance of a closed method and finds the use of a con- 
tinuous flow nonrebreathing circuit (nitrous oxide 
and oxvgen) with a temperature compensated 
vaporizer, the Fluotec, most satisfactory. Other 
reports drew attention to the value of Fluothane in 
pediatric anesthesia and in neurosurgery. 


Is Tonsillectomy Always Justified?—Le Riche and 
Stiver ( Canad. M. A. J. 77:109, 1957) made a sta- 
tistical study of the tonsillectomies performed on 
subscribers to a nonprofit medical care plan in 
Ontario over a six-month period. There were 4,281 
cases, and the annual tonsillectomy rate per 1,000 
participants in 12 counties was found to vary be- 
tween 29.0 and 3.5 (average 19.8). Another study 
showed that the rate was no higher in subscribers 
than among those not covered by insurance and 
that more rural than urban patients lost their ton- 
sils. Because of the great variation in rates by 
county, the authors examined the preoperative and 
postoperative histories of 1,000 patients, mostly 
children, to see whether they were any healthier 
after the operation. There was a marked reduction 
in physicians’ calls for nasal and pharyngeal infec- 
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tions in the year after operation. On a basis of calls 
for acute pulmonary infections, 54% of the patients 
appeared to have benefited. No benefit was found 
in patients with allergic rhinitis. In 135 patients, 
there was no preoperative history of pulmonary or 
pharyngeal disease, and it is concluded that the 
tonsils were removed because of their appearance. 


DENMARK 


Treatment of Alcoholism.—Five articles in Ugeskrift 
for leger for June 6 and July 4, 1957, throw some 
light on what is being done to combat alcoholism. 
Dr. I. Venge gives an account of the ambulatorium 
and the sanatorium which have been in operation 
since April, 1953. The ambulatorium is attached to 
the Copenhagen City Hospital, and the sanatorium 
is established at Jaegersborg. The two are under the 
same chief and are served by the same staff. Disul- 
firam is given to all patients, the only contraindica- 
tion being some serious disease such as uncompen- 
sated or severe heart disease. Venge believes too 
much must not be hoped for from psychotherapy, 
especially when applied on any wholesale scale. The 
best form of psychotherapy is by means of a close 
association between the patient and a social worker 
acting as a custodian under the supervision of a 
psychiatrist. More than 33% of the author’s patients 
show improvement, a higher rate than is observed 
in the treatment of other neurotic and psychopathic 
conditions. Dr. L. M. Sonne reports on the work 
of the psychiatric department of the Bispebjerg 
Hospital to which 610 alcoholics were admitted in 
1955. While 28% of the male psychiatric patients 
admitted were the victims of alcoholism, this was so 
with barely 5% of the women. I» 23% there was a 
history of attempted suicide. 


Cancer of the Lung.—The thoracic surgery depart- 
ment of the Oresund Hospital in Copenhagen issued 
a study by Dr. C. M. Smidt entitled “The Diagnosis 
of Lung Cancer.” A comparison of the symptoms 
of the 172 patients found to be suffering from lung 
cancer with symptoms of 823 other patients not suf- 
fering from cancer has led to the conclusion that in 
its early stage lung cancer presents no specifically 
characteristic symptoms. Such roentgenographic 
changes as atelectasis in a patient of the lung cancer 
age may be suggestive but none of these changes 
can be said to be pathognomonic of lung cancer. 
Bronchography is a useful supplement to the diag- 
nosis of lung cancer, but by itself it does not war- 
rant either the confirmation or the invalidation of 
such a diagnosis, In Smidt’s material there were 77 
patients in whom the diagnosis of lung cancer could 
not be confirmed or ruled out by a combination of 
tests. They were therefore subjected to an explora- 
tory thoracotomy, Thirty-two patients were found 
to have lung cancer. 
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ISRAEL 


Poliomyelitis.—A dramatic drop in the incidence ot 
poliomyelitis was recorded in June, 1957, as com- 
pared with June, 1956—6 cases and no deaths as 
compared with 64 cases and 3 deaths; in May, 1957, 
there were 4 cases and no deaths compared with 26 
cases and 3 deaths in May, 1956. While Ministry of 
Health sources are still cautious about attributing 
this decline to the national Salk vaccine program, 
there is an unmistakable feeling of quiet jubilation 
among its officials, A breakdown of the first six 
months of this year as compared to 1956 shows 10 
cases in January as compared with 10 cases and 
one death in January, 1956; February, no cases as 
compared with 4 and one death; March, 3 cases as 
compared with 4 and one death; and April, no cases 
compared with 8 and one death. Of the children 
who contracted the disease this June, only one had 
been inoculated with Salk vaccine. 


Hearing Tests on School Children.—E:. Korine 
( Harefua 52:262, 1957) reported a series of 17,000 
audiometric hearing tests in school children. Hear- 
ing loss in children is not always noticed by the 
parent or the teacher, but the child with defective 
hearing is severly handicapped in his studies or may 
be wrongly accused of laziness. The results of these 
tests showed that 7% of the school children suffered 
from loss of hearing; 5% needed medical treatment 
for such conditions as otitis media, adenoiditis, and 
tonsillitis,s One in a 1,000 needed rehabilitation 
through lip reading and hearing aids. These findings 
are almost identical with those of the United States 
and England. It may be assumed that, of Israel's 
300,000 school children, about 15,000 need otological 
treatment and supervision for loss of hearing. 


Idiosyncrasy to Meprobamate.—E. Davis ( Harefuah 
53:37, 1957) reported two cases of hypersensitivity 
occurring during meprobamate medication. Both 
cases are outstanding, because after the patients had 
taken only one tablet of 400 mg. of meprobamate, 
an allergic reaction occurred in the form of general- 
ized urticaria in the first patient four hours and in 
the second five hours after the tablet was taken. 
After four days, the reaction subsided without spe- 
cific therapy. One of the patients had a history of 
allergy to penicillin, and the second had had allergic 
reactions to various medicaments. These two reac- 
tions appeared among 20 patients treated with the 


drug. 


Cortisone in the Treatment of Sterility.—According 
to Polishuk and Hochstaedt ( Harefuah 53:57, 1957), 
the increased production of androgenic hormones by 
the adrenal cortex, as seen in the adrenogential syn- 
drome and related conditions, impairs the menstrual 
mechanism by a direct effect on the endometrium 
and by depressing the pituitary gonadotropic 
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hormones, thus causing amenorrhea, nonovulatory 
cycles, or corpus luteum deficiencies. In patients 
complaining of sterility, cortisone has been given 
to inhibit stimulation of the adrenal cortex, de- 
crease androgen production, and permit a normal 
relationship between the pituitary gonadotropins 
and the ovaries. Eleven patients were selected for 
treatment with cortisone according to the following 
criteria: (1) sterility of over two vears’ duration, (2) 
presence of ovarian dysfunction (amenorrhea, nono- 
vulatory cycles, or corpus luteum defects), (3) 
clinical signs of masculinization, and (4) increased 
excretion of 17-ketosteroids. In all patients any 
other cause of sterility was first ruled out. Cortisone 
was given for six to eight weeks. Initial doses were 
75 mg. daily for two weeks, with the dose gradually 
decreased to 25 mg. daily. Seven of these patients 
became pregnant. Of these, four had normal deliv- 
eries, two have not yet been delivered, and one had 
a tubal pregnancy. The effects of cortisone admin- 
istration on ovarian function lasted from four to six 
months, No abnormalities were noted in the infants 
born to the mothers. 


JAPAN 


Orphans.—The Japanese children’s bureaus are car- 
ing for over 60,000 orphans, many of whom owe 
their lives in part to some members of the United 
States armed forces. The present reduced budget 
provides food at a bare subsistence level, and the 
women who care for the children day and night 
are grossly underpaid. Bales of discarded clothes 
shipped from the United States help out the budget. 
The diet of these children is notably deficient in cal- 
cium and vitamins. One group of veterans who saw 
service in Japan has formed a club, the purpose of 
which is to extend moral and financial aid to about 
600 orphans on the Isle of Sado. This is the first real 
helping hand stretched across the sea for the help- 
less orphans, 


Homicidal Instructors.—On two occasions students 
in Tokyo were beaten to death by one of their in- 
structors. Corporal punishment by a teacher is strict- 
ly forbidden, but the school authority lacks sufficient 
psychiatrists to weed out the misfits from the teach- 
ing profession. 


PERU 


Giant Hypertrophic Gastritis.—At a meeting of the 
Faculty of Medicine of Lima, Dr. Daniel Becerra de 
la Flor, auxiliary professor of surgery, reported a 
case of giant hypertrophic gastritis. Less than 12 
cases of this disease have been reported. A 74-year- 
old woman was admitted to the hospital in August, 
1955. She had been in good health until five months 
prior to admission when she began to suffer from 
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dull epigastric pain radiating to the umbilicus and 
the right hypochondrium. In the two months before 
she was admitted, the pain became continuous and 
more severe, and anorexia, nausea, vomiting, loss of 
weight, insomnia, and increasing weakness devel- 
oped. The vomiting occurred after food intake, and 
at times the vomitus contained food particles in- 
gested four or five days earlier. When vomiting oc- 
curred without the ingestion of food, the vomitus 
was acholic and consisted of glairy mucus. No hem- 
atemesis nor melena were noted. A tumor could be 
felt in the epigastrium and right hypochondrium, 
but early in the course of the disease this would dis- 
appear when massaged. This would be followed by 
a relief of the symptoms, but later, massage gave 
no relief. 

Physical examination revealed an emaciated 
woman with marked edema of the legs and tend- 
erness Over a firm, irregular, epigastric tumor. The 
blood protein level was 5 Gm. per 100 cc., and there 
was a mild hyponatremia. Free acidity was absent 
in the gastric secretion and eight units were elicited 
by histamine stimulation, Cytological examination 
of the stomach contents failed to reveal neoplastic 
cells. A gastrointestinal series revealed a hypotonic 
and hypoperistaltic stomach with a rough defect in 
the antral region and inability of the barium to pass 
into the duodenum. The radiologist made a tenta- 
tive diagnosis of gastric neoplasm. At operation, six 
days after admission, almost half of the stomach 
was found to be invaginated into the first portion of 
the duodenum, which was enormously lengthened. 
A Polya’s partial gastrectomy was performed. The 
resected segment included a polypoid, sessile, irreg- 
ular, brain-shaped mass that was elevated 3.5 cm. 
above the normal surrounding tissue. Histological 
examination revealed a giant hypertrophy of all the 
normal constituents of the gastric mucosa. The pa- 
tient made an uneventful recovery. 


SWEDEN 


Lobectomy for Pulmonary Tuberculosis.—In Nor- 
disk medicin for June 20, Dr. V. O. Bjork gave an 
account of the 301 lobectomies he performed for 
pulmonary tuberculosis. He found advanced age no 
contraindication, and among his patients were five 
operated on after they were 60. While four of them 
tolerated the operation well, the fifth, aged 64, died 
two days after the operation with signs of coronary 
insufficiency. The indications for operation were 
cavitation in 85%, bronchial stenosis in 9%, bronchi- 
ectasis in 2%, tuberculous pneumonia in 2%, and 
tuberculous empyema with a bronchial fistula in 2%. 
A cure could be claimed in 85% on the strength of 
negative guinea pig and sputum tests. The 15% 
for whom a cure was not claimed consisted of pa- 
tients in whom tubercle bacilli were still demon- 
strable. The resected portion of the lung having 
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already been largely destroved by tuberculosis, the 
loss of this portion by operation did not appreciably 
reduce the gas exchange or ventilation of the lung 
on the side operated on. There was, however, a 
significant diminution of the maximum ventilation 
capacity. In 283 patients, the resection was com- 
bined with a plastic operation, and there were only 
18 patients in whom the lobectomy was independent 
of any simultaneous operation designed to reduce 
the capacity of the chest. Bjork noted, however, 
that several of his patients with pulmonary tuber- 
culosis had cavitation with the disease confined to 
one lobe. For such patients primary lobectomy can 
be performed without any supplementary plastic 
operation. These comparatively new cases are in 
marked contrast to older series in which tubercu- 
losis was usually bilateral and most of the patients 
had previously undergone pneumothorax on one 
or both sides. 


Surgical Treatment of Peptic Ulcer.—Dr. S. Richter 


( Nordisk medicin, June 20, 1957) has reviewed his 
experiences of the last 20 years during which he 
treated 2,765 patients with peptic ulcer. There was 
no evidence that patients subjected to gastric re- 
section are peculiarly liable to contract pulmonary 
tuberculosis. Dr. S. Grettve reported on a series of 
283 gastric resections. While he had no postopera- 
tive deaths among his 246 patients with chronic 
recurrent ulcer, he had two such deaths among the 
27 patients with perforation of the ulcer. His follow- 
up examination showed that 70% of his patients 
were completely free of gastric symptoms, though 
several of them had some slight difficulty with their 
food suggestive of the dumping syndrome. This 
did not, however, impair their capacity for work. 
Grettve concluded that the Billroth 2 operation in- 
sures a low mortality and small risk of relapse. 


Traffic Accidents.—Traffic accidents now cost Swed- 
en 269 million krona yearly. Dr. Ivar Palmer ( Nor- 
disk medicin, Aug. 8, 1957) has reviewed the 
findings of the Northern Surgical Congress held in 
Stockholm last summer. It was pointed out but not 
statistically proved that the noise of motor traffic 
must to some extent be held responsible for traffic 
accidents by virtue of the irritation it causes. This 
factor has not been measured, and, if it is to be done, 
money must be spent on research. The noisy motor 
bike causes three times as many road accidents as 
the motor car, although cars outnumber motor 
bikes. Research is also needed into the influence of 
poisons such as gas fumes, carbon monoxide from 
the engine or a cigaret, and hypnotics, but not 
including alcohol, on road accidents. At present 
these potential offenders are neglected in favor of 
alcohol, the importance of which has been rated so 
highly that a blood concentration of only 0.05% is 
enough to convict a driver of careless driving. In 
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practice this means that the physician likely to be 
called on to drive a car at any time must not even 
take a bottle of beer, which is enough to raise the 
concentration of alcohol to the above level. The 
part played by alcohol has hitherto caught the at- 
tention of the traffic authorities with almost mono- 
maniacal interest. Drunkenness in traffic must be 
combated as effectively as possible, but one is 
tempted to ask if the campaign against it has not 
been overzealous. 


Is Neglect of Antitetanic Serum Defensible?—A 
disciplinary case brought to the attention of the 
Swedish Doctors’ Liability Committee has again 
raised doubts over the decision for the prophylactic 
administration of antitetanic serum as soon as a 
serious wound has been inflicted. The patient was 
a 7-vear-old girl who fell on a splinter of glass 
which opened a 2-cm. wound on the flexor aspect 
of her right hand. The girl was promptly taken to 
a polyclinic, where her wound was treated with 
hydrogen peroxide and then sutured, She was told 
to return a week later, but when she did so the 
wound was found to be purulent. Sutures were 
removed and the wound opened so as to allow the 
escape of pus. A dressing was applied, and the 
faulty position of the hand was corrected by a splint. 
Antitetanic serum and toxoid were given, because 
stiffness of the neck, lower jaw, and right arm had 
been detected the day before. The girl died a few 
days later of tetanus. Her father appealed to the 
liability committee, whose experts gave a cautiously 
worded judgment which is published in Svenska 
lakartidningen, Aug. 16. To the complaint that 
serum had not been given sooner, it was answered 
that, as far as could be ascertained, there had been 
no error or neglect in the treatment given; but the 
comments of one of the experts on the case imply 
that washing with hydrogen peroxide does not by 
itself satisfy the rulings of the Swedish Surgeons 
Association on the prevention of tetanus. 


UNITED KINGDOM 


Maternal Mortality.—An editorial in the British Med- 
ical Journal of Aug. 3 draws attention to certain 
defects which persist in spite of the march of prog- 
ress, In 1928, 2,920 women died as a result of preg- 
nancy or from causes directly associated with it. 
In three years, 1952 to 1954, there were 1,987 deaths 
under this same heading. The four leading causes 
of deaths were toxemia (22% ), hemorrhage (17%), 
abortion (14%), and pulmonary embolus (13%). 
Sepsis accounted for only 3.8% of these deaths, and 
this remarkable decrease is the most outstanding fac- 
tor in the reduction of maternal mortality, Twenty- 
five years ago sepsis was responsible for more than 
33% of maternal deaths. Among the 316 “associated” 
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deaths, heart disease was the most common cause, 
accounting for 121. There were 183 deaths after 
cesarean section and 49 due to complications of 
anesthesia. 

Since eclampsia can be prevented by rigid pre- 
natal supervision, it is discouraging to note that 110 
mothers died from this disorder. The most glaring 
deficiency was in the quality of prenatal care. A 
number of these deaths were clearly due to lack of 
cooperation between physician, midwife, clinic, or 
hospital. Shortage of antenatal beds has been blamed 
for late admission of patients with severe preeclamp- 
sia, but this is not reasonable justification for a hos- 
pital sending “home to bed” a patient with albumin- 
uria, edema, and blood pressure of 168/110 mm. Hg. 
Another patient whose blood pressure was 220/130 
mm. Hg was allowed to return home. Again, when 
so much time is spent in teaching the importance 
of an early rise of blood pressure, it is hard to un- 
derstand why a mother was not admitted to hos- 
pital when her systolic blood pressure was over 200 
mm, Hg. 

It is believed that half of the deaths from hemor- 
rhage in antepartum cases and 90% in the postpar- 
tum group could have been prevented, Deaths from 
postpartum hemorrhage with retained placenta pre- 
sented a higher proportion of avoidable factors 
than any other group. In many instances the “flying 
squad” was called too late, or the patient was re- 
moved to hospital without resuscitation or with the 
placenta undelivered. These squads should not be 
staffed by junior medical officers. The family physi- 
cian or midwife needs expert help when calling for 
it, and an experienced obstetrician and anesthetist 
should always be members of the team. It was not 
always in the home that attendants did not appre- 
ciate the dangers of slow, continuous hemorrhage. 
Perhaps when ergonovine maleate is given routinely 
with the delivery of the baby, these tragedies, al- 
most wholly preventable, will no longer appear in 
maternity reports. There were very few avoidable 
factors in deaths from pulmonary embolus, but, in 
cases of abortion, it was a different story. Many do 
not realize that it is most often the married woman 
with a family who succumbs to the complication of 
procured abortion; there were 85 such cases. 

The report issued by the Ministry of Health rec- 
ommends that there should be (1) better antenatal 
care, especially in early detection and early treat- 
ment of toxemia; (2) more prompt and more effec- 
tive treatment of hemorrhage, especially through 
the use of “flying squads” for the emergencies of 
domiciliary midwifery; and (3) better selection of 
patients for specialist care at the hospital, especial- 
ly women in the older age groups and higher pari- 
ties. Time and again the report underlines the lack 
of teamwork between those responsible for the care 
of the expectant mother. 
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Obliterative Brachiocephalic Arteritis: Pulseless 
Disease of Takayasu. T. B. Gibbons and R. L. King. 
Circulation 15:845-849 (June) 1957 [New York]. 


The authors report a 42-year-old woman with 
obliterative brachiocephalic arteritis, a rare vas- 
cular disease. Except for a fractured clavicle in 
childhood, there was no history of trauma and no 
evidence of aortic aneurysm or dissection or syph- 
ilitic infection. The patient was admitted to the 
hospital for study of low blood pressure and claudi- 
cation in the left leg, right arm, and jaw. She also 
had a feeling of weakness of the eyes “as if they 
would cross” followed by a sensation of slow gyra- 
tions in the head and partial loss of balance. Each 
spell lasted from 4 to 10 minutes and was followed 
by nausea. Ophthalmoscopic examination revealed 
slight glaucomatous cupping but no evidence of 
cataracts, corneal opacities, or vascular looping in 
the region of the optic disk. The axillary arteries 
were not pulsatile to palpation; both radial arteries 
were weakly palpable at times, but ulnar pulses 
were absent. The left popliteal and dorsalis pedis 
arteries and both posterior tibial vessels were non- 
pulsatile. Blood pressure was determined with 
great difficulty in the arms. With the patient supine 
the systolic pressure in both arms was estimated 
to be around 70 mm. Hg. With the patient sitting 
up or standing, an arterial pressure could not be 
detected in either arm. Blood pressure in the legs 
was 145/80 mm. Hg on the right and 90/80 mm. Hg 
on the left. The patient was given 10 mg. of predni- 
sone orally every 6 hours. Bishydroxycoumarin 
(Dicumarol) was employed to maintain the pro- 
thrombin concentration between 10 and 20% of the 
control. The patient was discharged after 10 days 
to continue the same therapy at home. Six weeks 
later the patient reported a gradual subjective im- 
provement, having been free of jaw and arm claudi- 
cation since leaving the hospital. There was also 
an increased capacity for walking before the ap- 
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pearance of claudication in the left leg. She con- 
tinued to have occasional transient blurring of 
vision. An angiocardiogram was performed, and 
the first portion of the innominate artery, the en- 
tire left subclavian artery, and the proximal seg- 
ment of the left common carotid artery were not 
visualized. The right subclavian artery could be 
faintly traced at its junction with the right common 
carotid artery, but not distal to this point. The 
axillary arteries and the distal portions of the 
carotid arteries, including their bifurcations, were 
clearly seen and appeared normal. 

The case of this patient did vary from the typical 
case of brachiocephalic arteritis in 3 respects: 
there was no objective evidence of organic damage 
to the eyes beyond glaucoma, the patient did not 
have carotid sinus syncopal attacks, and she ap- 
parently did have involvement of the left iliac 
artery, but all these variations have been described 
in patients with Takayasu's disease. At present the 
patient is being maintained on 15 mg. of predni- 
sone per day and sufficient Dicumarol to provide 
a desired degree of hypoprothrombinemia. The 
therapeutic results obtained with these 2 drugs 
thus have been encouraging. Although the case of 
this patient is only the third of this disease to be 
reported in this country, 5 probable cases have 
been described under other diagnoses. In contrast, 
nearly 100 cases have been recognized in Japan 
and Europe. 


Retrosternal Novocaine Anesthesia Therapy of 
Coronary Insufficiency. F. E. Ostapiuk. Terapev- 
ticheskiy Arkhiv 29:58-70 (No. 4) (April) 1957 (In 
Russian) [Moscow]. 


The method consists of passing a needle 15 to 
18 cm. long into the jugular fossa and passing it 
downward behind the sternum until aortic pulsa- 
tions are felt. From 60 to 80 cc. of 0.5% solution of 
novocaine is then injected into the anterior medias- 
tinum. Three hundred twenty such injections were 
given to 59 patients, to 9 of these at the time of 
myocardial infarction and to 264 between anginal 
attacks. The injections were given to 7 patients 
once weekly and to the rest at intervals of 1, 2, 3, 
and 4 days. The number of injections given to an 
individual patient varied from 1 to 10. The result 
of the treatment in 32 patients was a complete 
cessation of the anginal attacks. In a group of 9 
patients attacks became less frequent, and in a 
group of 5 patients the treatment proved ineffec- 
tive. The authors conclude that novocaine anes- 
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thesia therapy is effective in coronary insufficiency. 
The anesthesia of the para-aortic and cardiac 
plexuses produces anesthesia of the pain conduct- 
ing fibers and improves the coronary circulation 
by the dilating effect upon the coronary arteries. 
Extrasystoles, paroxysmal tachycardia, atrioventric- 
ular block, and block of the bundle of His do not 
constitute a contraindication to the above treat- 
ment. Blood pressure higher than 200/110 mm. Hg 
or low blood pressure (lower than 90/50 mm. Hg) 
constitutes a contraindication. 


Prognostic Factors in Myocardial Infarction. G. E. 
Honey and S. C. Truelove. Lancet 1:1155-1161 
(June 8) 1957 [London]. 


The records of all patients admitted with myo- 
cardial infarction to the Radcliffe Infirmary from 
1940 to 1954 inclusive were analyzed together with 
those of a small number of patients in whom the 
disease developed while in hospital for other dis- 
orders. This first of 2 reports on 543 attacks of 
myocardial infarction is concerned with the prog- 
nosis in the acute attack (the 2 months after ad- 
mission). One-third of the 195 deaths that occurred 
during these 2 months ensued on the first day. 
Thereafter the rate of dying fell off progressively. 
The presence of shock or hypotension or both when 
the patient arrived at hospital was associated with 
an increased risk of death within 48 hours of ad- 
mission. Among patients who survived the first 48 
hours, a different set of factors was associated with 
an increased risk of death during the rest of the 
acute attack. These were a history of cardiac 
asthma, evidence of cardiac failure (either left or 
right ventricular), cardiac arrhythmia (including 
multiple extrasystoles), gross cardiac enlargement, 
and diabetes mellitus. Factors which have been 
supposed to be associated with bad prognosis had 
no such association in the present series. These 
factors were a previous attack of myocardial in- 
farction, previous angina of effort, previous breath- 
lessness on exertion, and previous hypertension. 
Prognosis was likewise unaffected whether the on- 
set was with the patient at rest or during exertion. 
Anticoagulant therapy was first used in this series 
of patients in 1948 and was in extensive use by 
1952. The over-all effect of anticoagulant therapy 
on the death rate has not been very great, and the 
improvement can be accounted for by the almost 
complete abolition of deaths from pulmonary em- 
bolism. 


Prognostic Factors in Myocardial Infarction. G. E. 
Honey and S$. C. Truelove. Lancet 1:1209-1212 
(June 15) 1957 [London]. 


This second report on prognostic factors in myo- 
cardial infarction reviews the long-term prognosis 
of the 348 survivors of the acute attack, which is 
defined as lasting 2 months from admission. About 
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1 in 7 of the survivors died during the remaining 
10 months of the first year, and this rate was con- 
stant throughout the whole period covered by the 
study. In the second year a further 10% died. 
Thereafter, about 5% died each year. Bad prog- 
nostic factors, which can be recognized early in 
the acute attack, were evidence of cardiac failure 
(either left ventricular or congestive and not neces- 
sarily severe); cardiac arrhythmia including multiple 
extrasystoles; gross cardiac enlargement; and 
(though less important than the foregoing) a pre- 
vious attack of myocardial infarction. Patients who 
displayed one or more of these features constituted 
a bad-risk group. They had 4 times the chance of 
dying in the remainder of the first vear as did the 
patients with none of them. Over the course of 5 
vears, their chance of dying was double that of the 
good-risk group. Age was of negligible consequence 
in the long-term prognosis compared with whether 
the patient fell into the good-risk or the bad- 
risk group. 

Among the good-risk group, the main cause of 
death within 5 vears of the acute attack was recur- 
rent infarction. The incidence of this was high 
among the patients under 60 and was the sole 
cause for their expectation of life being much 
worse than that of a sample of the same age and 
sex of the general population. By contrast, the pa- 
tients of the good-risk group over 60 years had a 
low rate of recurrent infarction. Their expectation 
of life was the same as that of other people of their 
age and sex. Among the bad-risk group, recurrent 
infarction was common in both main age groups. 
In addition, cardiac failure not associated with an- 
other infarction was a potent cause of death. 


Primary Cardiac Tumor (Sarcoma): Case with Un- 
usual Clinical Course. V. Faber, E. Séndergaard 
and A. Bach. Ugesk. lager 119:696-698 (May 30) 
1957 (In Danish) [Copenhagen]. 


Tumors of the heart are rarely included in diag- 
nostic considerations, and, according to Engle and 
Glenn, the diagnosis of tumor of the heart has been 
made before death in only 14 cases. In the case of 
a primary sarcoma in the right atrium in a man 
aged 24 the multiple diffuse infiltrations in both 
lungs seen on roentgen examination could be in- 
terpreted as metastases, but neither heart ausculta- 
tion nor electrocardiogram suggested primary local- 
ization in the heart. The clinical course was domi- 
nated by increasing hemorrhagic expectoration and 
anemia. There was no dyspnea or cyanosis. Autopsy 
disclosed the site of the primary tumor, which on 
microscopic examination was found to be a sar- 
coma. The necrotic hemorrhagic metastases in the 
liver were of the same character as the tumor 
tissue in the heart, and the metastases to the lungs 
showed mainly the same structure as those in the 
liver, but with more abundant cytoplasm. 
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SURGERY 


The Beck Operation for Coronary Artery Disease. 
C. S. Beck and B. L. Brofman. Minnesota Med. 
40:462-466 (July) 1957 [St. Paul]. 


Two things happen when a coronary artery is 
narrowed or occluded, namely, the production of 
electrical currents and the death of muscle. Elec- 
trical currents are produced in response to an in- 
creased oxygen differential, due to contact of poorly 
oxygenated muscle with well-oxygenated muscle, 
and the death of muscle occurs as a result of an in- 
adequate blood supply. An ischemic area of muscle 
is capable of “triggering” a response in that it 
is acutely sensitive to slight increases or decreases 
in the blood supply, which reduce and increase 
its destructive power respectively. The heart is 
exceedingly vulnerable to small alterations in blood 
supply because of the precise segmental arrange- 
ment of the cardiac vascular network, where each 
coronary artery and each branch of a major 
coronary artery supplies a discrete segment of 
muscle. Some persons (9%) have variable connec- 
tions between coronary arteries or their branches 
and are, thus, to a greater extent less vulnerable to 
coronary occlusion because of the existence of this 
collateral network. The Beck operation is a simple 
procedure consisting of 4 steps: passage of a liga- 
ture around and constriction of the coronary sinus 
down to a lumen of 3 mm.; abrasion of the lining 
of the parietal pericardium and epicardial surface 
of the heart; application of 0.3 Gm. of coarsely 
ground asbestos to the surface of the heart; and 
bringing of the mediastinal fat into contact with 
the heart to act as a graft. This procedure accom- 
plishes several favorable ends: greater extraction 
of oxygen from the venous blood, a reduced oxygen 
differential, and the production of intercoronary 
channels. The only untoward result of this proce- 
dure is an increased capillary pressure leading to a 
reduced total coronary inflow. Contraindications 
for operation include signs of congestive heart 
failure (dyspnea at rest, rales, and_ peripheral 
edema), cardiac enlargement, and _ progressive 
symptomatology. Of 100 patients with a follow-up 
of 6 months to 5 years, 88% were improved and 90% 
were better able to work. In this series there were 
100 consecutive operations with zero mortality. 


Medical Aspects of the Surgical Treatment of 
Coronary Heart Disease. B. L. Brofman. Minnesota 
Med. 40:467-470 (July) 1957 [St. Paul]. 


Surgical intervention is indicated in patients who 
present clinical evidence that coronary artery dis- 
ease has compromised the arterial blood supply. 
Contraindications are acute myocardial infarction 
or even a suspicion of an impending infarction, 
cardiac enlargement and evidence of congestive 
heart failure, and severe hypertension or any other 
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associated disease that per se significantly limits 
life expectancy. Many of the patients in this series 
(75%) had suffered at least one clinically proved 
myocardial infarction, 2 or more infarctions having 
occurred in 20% and angina pectoris ranging in 
severity from mild to complete status anginosus in 
95%. Patients with symptoms of longer duration 
(exceeding 3 years) tolerated the operation much 
better than those with symptoms of shorter dura- 
tion. Operation is temporarily contraindicated in 
patients exhibiting anxiety and apprehension be- 
cause of the specific deleterious effects (greater 
operative risk presumably in association with a 
lowered fibrillatory threshold) peculiar to patients 
so affected. The total mortality in a group of 225 
patients was only 5% (11). A more recent series of 
100 consecutive operations (30% salvage cases) re- 
sulted in only one fatality. Generally, the immediate 
postoperative course is uneventful, long-term fol- 
low-up revealing that 15 of the first 100 patients 
having severe “attacks” required hospitalization (8 
instances of transmural myocardial infarction and 
12 patients with one or more bouts of severe pre- 
cordial pain), from which all recovered with no 
worsening of the symptoms and with the majority 
returning to work in 1 to 4 weeks. Complication 
such as severe narcotics addiction, psychoses, and 
cerebrovascular accident were disclosed in some of 
the few patients (10%) in whom long-term follow-up 
revealed no improvement. It is of interest that 3 
patients having evidence of congestive heart failure 
prior to operation were better compensated post- 
operatively. Several patients obtained remission of. 
in addition to the common symptoms of coronary 
heart disease, some unusual manifestations, namely. 
premature ventricular beats (5%), reduction or ab- 
sence of arterial pulses particularly in the left arm, 
sensory changes in the hands, and the shoulder- 
hand syndrome. A period of symptomatic improve- 
ment was abruptly terminated by overwhelming 
occlusion and death in half the patients who died 
6 months to 5 years after operation. This result is 
not to be precluded by surgery, as the technique 
is symptomatic rather than prophylactic in nature. 


Temporary Extracorporeal Circulation in the Sur- 
gical Treatment of Cardiac and Aortic Disease: 
Report of 98 Cases. D. A. Cooley, B. A. Belmonta, 
M. E. DeBakey and J. R. Latson. Ann. Surg. 145: 
899-914 (June) 1957 [Philadelphia]. 


Temporary extracorporeal circulation has been 
developed for clinical application in surgical treat- 
ment of cardiovascular diseases. This report is con- 
cerned with the use of temporary extracorporeal 
circulation in 98 cases of cardiovascular disease. 
Temporary controlled extracorporeal circulation of 
2 types was used, one being total cardiopulmonary 
bypass and the other simple unilateral bypass 
shunting blood from venous to venous or arterial 
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to arterial regions. The method employed in the 
individual case depended upon the location and 
nature of the lesion. Total cardiopulmonary bypass 
was used in 88 and unilateral bypass in 10 patients. 
The oxygenator system was a bubble diffusion type, 
which produced consistently good oxygenation 
without serious hematological changes. Ventricular 
septal defects were repaired in 45 patients. De- 
crease in pulmonary pressure occurred at operation 
in all patients, and clinical improvement resulted 
in the 38 survivors. 

Repair of atrial septal defects was usually well 
tolerated under cardiopulmonary bypass and is con- 
sidered to be the method of choice for these defects. 
Among 12 patients operated upon 10 recovered 
and are apparently cured. Complete correction of 
tetralogy of Fallot was attempted in 7 patients, 
with 4 survivors, and in 4 patients with isolated 
pulmonary stenosis there were no deaths. Unilateral 
bypass was used successfully in 1 patient with 
combined infundibular and pulmonary valvular 
stenosis. For aneurysms of the descending thoracic 
aorta bypass around the lesion proved effective in 
preventing ischemic damage to the spinal cord dur- 
ing temporary aortic occlusion. In an addendum 
the authors state that since the completion of this 
report they have used total cardiopulmonary bypass 
in 52 patients and unilateral aortic bypass in 12. 
A stainless steel oxygenator has recently been used 
which is superior in many respects to the disposable 
plastic oxygenator. 


Diagnosis and Treatment of Intracavitary Myxomas 
of the Heart. H. T. Bahnson, F. C. Spencer and 
E. C. Andrus. Ann. Surg. 145:915-926 (June) 1957 
[Philadelphia]. 


The intracavitary myxoma is now accessible by 
surgery within the open heart. The authors present 
their experiences with 3 patients in whom they ob- 
served an intracavitary myxoma at operation. The 
first patient, a 53-year-old woman, had dyspnea and 
evidence of cardiac inflow stasis of 6'2 years’ dura- 
tion. She had become refractory to remedies for 
cardiac failure. A short, soft systolic and a low- 
pitched rumbling diastolic murmur were heard 
adjacent to the sternum on the left. A diagnosis of 
intracavitary tumor of the right atrium was made 
after cardiac catheterization and confirmed by 
angiocardiography. The tumor was incompletely 
removed. Residual tumor, gastric dilatation, and 
electrolyte disturbances all probably contributed 
to death on the 24th postoperative day. The second 
patient, a 44-year-old woman with a 42-year his- 
tory of refractory right heart failure and intractable 
ascites, had an inconstant murmur suggesting mitral 
stenosis. Exploratory operation for the suspected 
stenosis revealed a tumor which was dislodged 
during manipulation and caused death from block- 
age of the left ventricle and thoracic aorta. The 
tumor arose from the atrial septum. 
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The third patient, a 57-year-old woman, was 
known to have had a cardiac murmur for 30 years 
and symptoms of fatigue, weakness, dyspnea, 
orthopnea, and hemoptysis for 20 years. Her con- 
dition had become refractory to treatment. A 
myxoma was unexpectedly encountered during ex- 
ploration for mitral stenosis and later successfully 
removed during a cardiopulmonary bypass. To 
these cases treated surgically are added 6 additional 
cases undiagnosed before death and obtained from 
autopsy files. These cases are examples of the man- 
ners in which a myxoma may cause disability, 
namely, by cavitary obliteration, occlusion of the 
valve orifice, or arterial embolism. The tumor can 
be readily removed provided one is able to work 
within the open heart. For removal of a right atrial 
tumor, caval occlusion with the patient under hy- 
pothermia is suggested as the preferred method. 
The use of a pump oxygenator is advocated for a 
tumor of the left atrium. When a tumor is en- 
countered during exploration for mitral stenosis, 
removal should be delayed until preparations for 
open cardiac surgery can be made. 


NEUROLOGY & PSYCHIATRY 


Congenital Absence of the Corpus Callosum: Re- 
port of a Case and Review of the Literature. U. T. 
Slager, A. B. Kelly and J. A. Wagner. New England 
J. Med. 256:1171-1175 (June 20) 1957 [Boston]. 


Of the 170 cases of congenital absence of the 
corpus callosum that have been reported, only 23, 
all diagnosed at autopsy, were asymptomatic. Some 
authors believe in the existence of a definite syn- 
drome of absence of the corpus callosum. Others, 
although they do not recognize a syndrome, main- 
tain that its absence or destruction results in neuro- 
logical and psychiatric abnormalities. A third group 
proposes that no detectable deficiency results from 
absence or destruction of the corpus callosum. In 
support of this thesis, the 24th asymptomatic case 
of congenital absence of the corpus callosum, and 
the 16th case of complete absence in an asympto- 
matic adult, is presented. The patient was a 76- 
vear-old man, who died 3 days after admission to 
hospital. Autopsy disclosed a recurrence of adeno- 
‘arcinoma at the gastrojejunal anastomotic site, 
with metastases to the regional lymph nodes, colon, 
peritoneum, liver, pancreas, and common bile duct, 
producing compression of the common bile duct, 
with resulting hydrops of the gallbladder ending 
in rupture and bile peritonitis. Bronchopneumonia 
and an old posterior myocardial infarct were also 
found. Microscopic sections of the cerebral cortex, 
basal ganglions, pons, medulla, and cerebellum 
stained with hematoxylin and eosin revealed a 
normal cytoarchitecture, except for the complete 
absence of the corpus callosum. Moderate athero- 
sclerotic changes were present. The function of the 
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corpus callosum is apparently such that an adult 
can exist without this structure, living a normal life 
with normal intelligence and motor performance. 
The abnormalities such as idiocy, mental retarda- 
tion, epilepsy, apraxia, and inability to concentrate, 
which are frequently reported, especially in chil- 
dren, are most probably due to anomalies usually 
associated with congenital absence of the corpus 
callosum. 


GYNECOLOGY & OBSTETRICS 


Feminizing Mesenchymomas (Granulosa-Cell and 
Theca-Cell Tumors) with Associated Endometrial 
Carcinoma: Review of the Literature and a Study 
of the Material of the Ovarian Tumor Registry. 
J]. W. Greene Jr. Am. J. Obst. & Gynec. 74:31-41 
(July) 1957 [St. Louis]. 


The author reports a 33-year-old woman who was 
admitted to the hospital of the University of Penn- 
sylvania with the complaint of vomiting and gaseous 
distention of 11 days’ duration. Menorrhagia had 
occurred during the last year, but no metrorrhagia. 
Abundant curettings grossly resembling carcinoma 
were obtained by dilatation and curettage. At lapa- 
rotomy, the peritoneum, omentum, and _ intestine 
were found to be studded with tumor nodules. The 
ovaries were replaced by large masses of fungating 
friable tissue. Biopsies were taken from the ovaries 
and the omentum. The curettings showed endo- 
metrial glands composed of stratified cells with 
loss of cell polarity. In many areas, all semblance 
of basement membrane was lost and there was free 
invasion of the surrounding stroma by epithelial 
cells with numerous mitotic figures. The biopsies of 
the omentum and ovary showed cells of a micro- 
folliculoid appearance with occasional rosette-like 
groupings about Call-Exner bodies, tvpical of gran- 
ulosa-cell carcinoma. A diagnosis was made of a 
granulosa-cell carcinoma of the ovary with metas- 
tases to peritoneum, omentum and intestine, and of 
associated endometrial carcinoma. 

The simultaneous occurrence of a feminizing 
mesenchymoma and carcinoma of the endometrium 
suggests the possible carcinogenic property of es- 
trogens. This association has not been reported on 
previously in a woman aged less than 40 years in 
the English literature. One case was reported in 
the South American literature by Giordini in a 34- 
vear-old woman with bilateral thecomas and carci- 
noma of the endometrium. A review of the slides 
and clinical histories of feminizing mesenchymomas 
contained in the ovarian tumor registry of the 
American gynecological society in which the endo- 
metrium was available for study revealed only 1 
case of a feminizing mesenchymoma associated 
with carcinoma of the endometrium in a woman in 
the reproductive age. The author's case brings the 
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total number of instances of these combined tumors 
to 132. of which 3 were in women aved less than 
40 vears. 


The Role of Exfoliative Cytology in the Diagnosis 
of Carcinoma of the Cervix Uteri. E. H. Dale, O. A. 
Brines, G. S$. Wilson and H. M. Nelson. Am. J. Obst. 
& Gynec. 74:25-30 (July) 1957 [St. Louis]. 


Of 15,832 presumably asymptomatic women from 
whom routine Papanicolaou smears were obtained 
in the course of 4'2 years at a cancer detection 
center, a histopathological diagnosis of cancer of 
the uterine cervix was made in 151 (0.95%). Biopsies 
were performed in 140 women with positive smears; 
123 (87.8%) of these confirmed the positive smear 
diagnosis. Fifty-one biopsies were performed in 77 
women with suggestive smears, 27 (52.9%) of which 
were positive. Of the 151 women with cancer of 
the uterine cervix, 147 had squamous cell car- 
cinoma; the tumor was invasive in 95 and appar- 
ently preinvasive in 39. The status of the remaining 
13 patients was uncertain. Nearly 25% of the in- 
vasive and about 75% of the preinvasive carcinomas 
of the cervix were not recognized on vaginal in- 
spection; consequently, history and physical ex- 
amination only are not reliable methods for the 
diagnosis of cervical cancer. 

Of the 151 women with histologically proved 
cancer of the uterine cervix, 52 (34.4%) were less 
than 40 vears old. The cancer was definitely in- 
vasive in 24 of the 52 women. Thus in about 50% 
of the patients aged less than 40 vears, the cancer 
had already progressed beyond the intraepithelial 
stage. This disease, therefore, has a higher inci- 
dence among the younger age group than has been 
generally thought. Routine Papanicolaou smears 
have been a most effective diagnostic aid in cancer 
detection and are credited with primary detection 
of 42.8% of all cancers of the cervix at Yates Me- 
morial Clinic, staffed by the Wayne State Univer- 
sity College of Medicine. and operated as a cancer 
detection center. 


Facts Pertinent to the Etiology of Eclamptogenic 
Toxemia: A Summation of Previous Observations 
(1930-1955). R. A. Bartholomew, E. D. Colvin, W. 
H. Grimes Jr. and others. Am. J. Obst. & Gynec. 
74:64-54 (July) 1957 [St. Louis]. 


An extensive review of the literature on the 
causation of eclamptogenic toxemia revealed cer- 
tain significant anatomic, physiological, and path- 
ological data on which a theory of the genesis of 
this disease has been based. There is a_ specific 
placental pathology in the form of acute and sub- 
acute placental infarction, best observed in for- 
malin-fixed placentas, which is pathognomonic for 
preeclampsia, eclampsia, and abruptio placentae. 
This fact, first discovered by Young, is pertinent to 
the causation of the disease. Areas of placental 
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necrosis in contact with maternal intervillous cir- 
culation present possibilities of dissemination of 
products of placental autolysis, which may be high- 
ly toxic to the mother. Placental infarction of the 
subacute or acute types is logically the cause and 
not the effect of toxemia of pregnancy. The paths 
and interrelationship of the fetal and maternal 
components of the placental circulation dictate this 
conclusion. 

The anatomic basis of placental infarction is 
found in the presence of smooth-muscle sphincters 
in the placental veins, first discovered by Spanner. 
The trigger which excites spasm of few or many of 
the venous sphincters is logically oxytocin, which 
through changes in hormone balance in the latter 
part of precnancy (lowered progesterone and _pres- 
ence of free estrogen) is apparently released from 
the inhibition exerted by its hormonal antagonists, 
progesterone and pitocinase. Increase in desoxycor- 
ticosteroids late in pregnancy, aided by salt, sen- 
sitizes the smooth muscle of vessel walls and 
probably that of placental vein sphincters to in- 
creased reactivity. Spasm of the venous sphincters 
obstructs exit of fetal blood from the corresponding 
placental units. causing distention of villous capil- 
laries, enlargement of villi, diminution or oblitera- 
tion of the intervillous spaces and_ circulation, 
resulting in anoxic necrosis of chorionic epithelium, 
villous stroma, and capillary endothelium. 

Thromboplastin, abundant in placental tissue, is 
apparently the first product of chorionic necrosis, 
which, if infarction is extensive, causes abruptio by 
subplacental clot formation and occasionally afib- 
rinogenemia with hemorrhagic tendency. It is ap- 
parent that there is only one true toxemia of preg- 
nancy—that due to placental infarction and necrosis. 
It comprises abruptio placentae, eclampsia, and its 
precursor, preeclampsia. Other conditions presently 
included in the accepted classification of toxemias 
of pregnancy constitute predisposing causes rather 
than types of toxemia. It is hoped that biochemical 
study of normal and toxic placentas and blood, now 
in process, may serve to identify the nature and 
effects of other degradation products of placental 
necrosis, which are probably more concerned with 
preeclampsia and eclampsia. 


PEDIATRICS 


The Nephrotic Syndrome in Early Infancy: A Re- 
port of Three Cases. H. \icC. Giles, R. C. B. Pugh, 
E. M. Darmady and others. Arch. Dis. Childhood 
32:167-180 (June) 1957 [London]. 


Renal changes were manifest in 3 newborn in- 
fants. Two of them were siblings, and both sets of 
parents were first cousins. Each infant showed a 
similar abnormality of the renal tubules on micro- 
dissection, doubly refractile crystalline material in 
alcohol-fixed tissues, and predominant lesions in 
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the renal tubules with probably secondary glom- 
erular damage. The severity of the histological 
changes was correlated with the presumptive dura- 
tion of the illness. The findings suggested that all 
3 infants had the same genetically determined 
primary disorder. A review of previously reported 
cases of the nephrotic syndrome in newborn infants 
shows that the most common feature, apart from 
the essential clinical and biochemical similarities, 
was an invariably fatal outcome, usually in the 
first 6 months of life. Parental consanguinity has 
not previously been reported. The inherited detect 
in the 3 infants may be manifested by an anomaly 
of the renal tubules and by the deposition of aniso- 
tropic crystalline material in certain tissues. 
Vaccinia Gangrenosa and Ag elobuli i 
K. Somers. Arch. Dis. Childhood 32:220-224 (Ihine) 
1957 [London]. 


A 6-month-old male infant with vaccinia gangre- 
nosa is described. The progressive necrotizing 
vaccinal reaction, failure to heal, the development 
of gangrene, and appearance of fresh lesions at 
various sites were distinguishing features of vac- 
cinia gangrenosa. Plasma protein studies revealed 
agammaglobulinemia. Virological studies con- 
firmed the presence of vaccinia; there was a sec- 
ondary micrococcic (staphylococcic) infection. The 
patient had no humoral defenses against the virus, 
perhaps because of gamma globulin deficiency. He 
was, thus, a perfect medium for the cultivation of 
vaccinia virus, which produced gross cutaneous and 
visceral damage. The baby was given various anti- 
biotics and intramuscular injections of vaccinia 
gamma globulin, but without result. The disease, 
at autopsy, was characterized by lymphoid atrophy, 
absence of healing, and poor inflammatory re- 
sponse. Patients with agammaglobulinemia should 
not be vaccinated. Those with generalized vaccinal 
reactions should be examined for gamma globulin. 


Does Celiac Disease Really Exist? With Reference 
to 16 Personal Cases. \I. Jeune, R. Carron, M. Flat- 
tot and G. Lafond. Semaine hép. Paris 33:2459- 
2475 (June 22) 1957 (In French) [Paris]. 


The existence of celiac disease is still disputed 
by some authorities in spite of the many works that 
have recently been published on the subject and 
in spite of the fact that gliadin has been shown to 
act as a precipitating agent in causing it. The 
authors, however, believe that such a disease un- 
questionably does exist, and they cite the cases of 
16 patients seen by them in the last 4 vears. A valid 
diagnosis of celiac disease was established in each 
case. The disease, which is characterized by the 
chronic elimination of steatorrheic stools in exces- 
sive quantities, a distended abdomen, and arrested 
growth in weight and height, is due primarily to 
intolerance for certain constituents of certain flours, 
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chiefly, if not exclusively, the gliadin of gluten. 
Gliadin, however, does not seem to be solely re- 
sponsible for celiac disease, because the elimina- 
tion of gluten alone, though essential in all cases, 
is not always sufficient to bring about a rapid 
restoration of tolerance for other foodstuffs, espe- 
cia''y milk fat and potatoes. Intolerance for cow’s 
milk and for eggs and certain fruits and vegetables 
undoubtedly occurs as an independent allergy in 
some children, but the disturbances of which these 
foocs are the primary cause present a different 
problem because they are usually acute and never 
follow the chronic and insidious course of those 
produced by farinaceous substances in children 
with celiac disease. 

Celiac disease varies greatly in severity, some- 
times interfering with growth and producing major 
attacks of dehydration that constitute an immediate 
threat to life, sometimes causing slight symptoms 
and interfering only moderately with growth and 
nutrition. Intolerance for farinaceous foods may 
persist and make it necessary to impose a “celiac” 
diet, free not only from wheat flour but also from 
whole milk, butter, and potatoes for a prolonged 
period, or again it may disappear after months or 
even vears of dietary restriction. 


The Prevention of Congenital Anomalies in the 
Human: Experiences with Alpha Tocopherol as a 
Prophylactic Measure. E. V. Shute, J. Obst. & 
Gynaec. Brit. Emp. 64:390-395 (June) 1957 [Lon- 
don]. 


Until recently the emphasis in discussions on the 
causation of congenital anomalies was on genetic, 
mechanical roentgenologic, chemical, endocrine, 
and infectious factors, but lately experiments have 
emphasized the role of nutritional factors. Any one 
of some 13 nutrients have been blamed for the 
appearance of congenital anomalies. The author 
practiced obstetrics for 23 years in an area of 
Canada where congenital anomalies appear to be 
relatively common. He cared for 3,500 pregnancies, 
and kept careful records on 104 families in whom 
congenital anomalies occurred. Of the 336 preg- 
nancies he observed in these 104 families, 146 pro- 
duced normal children, 63 abortions or miscar- 
riages, and 127 children with anomalies. Hereditary 
data were available in 94 of the families with 
defective children, and there were anomalies in 
the adjacent branches of the family tree in 22. In 
15 of the 22 they were very similar, and sometimes 
multiple. The inherited taint came through the 
male line 11 times, through the female line 11 times, 
and through both 4 times. By the laws of chance 
one would expect the parents to be equally respon- 
sible. However, treatment directed at the male 
suggests that the sire was the more important of 
the two as a causative factor in the phenomena of 
anomaly. 
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Seventeen of the fathers who had sired defective 
children were given alpha tocopherol immediately 
prior to the conception of one or more pregnancies 
subsequent to birth of the defective infant. In 15 
of the 17 “controlled pregnancies” normal infants 
were produced. The probability of this occurring 
by chance is less than 1 in 500. It is of interest, too, 
that the 2 failures recorded in the 17 trials occurred 
in families where the maternal taint was very ob- 
vious, direct, and identical in two successive gen- 
erations. In 4 of the 17 families in whom the father 
was treated with alpha tocopherol children were 
born to the same parents subsequent to the “con- 
trolled pregnancies,” but in these instances the 
father did not take alpha tocopherol before they 
were conceived. In 2 of the 4 such subsequent 
children were anomalous again. It is suggested that 
giving alpha tocopherol to the father before con- 
ception makes the subsequent birth of a normal 
infant more likely. 


OPHTHALMOLOGY 


Central Serous Choroidosis Associated with Amebi- 
asis: A Record of 9 Cases. A. E. Braley and H. E. 
Hamilton. A. M. A. Arch. Ophth. 58:1-14 (July) 
1957 [Chicago]. 


The authors report on 5 men between the ages 
of 20 and 34 years and 4 women between the ages 
of 26 and 55 years with clinically active amebiasis 
in whom central serous choroidosis was observed. 
Eight of the 9 patients were examined because of 
loss of central visual acuity. Their vision had been 
decreasing slowly and progressively, and nearly 
all of them complained of a scotoma. In none of 
them was there evidence of anterior uveitis. There 
were no deposits on the posterior surface of the 
cornea, no floaters in the anterior chamber, and no 
evidence of vascular congestion of the eyeball. The 
media from the cornea to the retina were clear and 
transparent. There were no opacities in the vitreous 
when observed with the ophthalmoscope. All pa- 
tients had a cyst at or near the fovea. When ob- 
served with oblique ophthalmoscopic light or with 
the red free light there appeared to be increased 
pigmentation around the cyst. This increased pig- 
mentation appeared to be in the pigment epithe- 
lium. Hemorrhages adjacent to this area sometimes 
occurred. When the cysts of the fovea were seen 
with the contact lens and biomicroscopic lens, they 
were frequently clear and nearly transparent. Dur- 
ing the acute phase, the posterior wall of the cyst 
could sometimes be seen through the thin anterior 
wall. The pigment epithelium posterior to the cyst 
showed proliferation, which was particularly promi- 
nent near the periphery of the cyst. As the disease 
progressed, the cyst became more opaque and the 
anterior wall denser, so that it was more difficult 
to see through the cyst wall and the posterior wall 
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of the cyst was not as evident. As the cyst became 
more opaque, hemorrhages were commoner in the 
surrounding retina, but increased proliferation of 
the pigment epithelium was not the rule. As the 
area began to heal, there appeared to be some 
thinning of the cyst, which tended to become flatter 
and less discrete. This left a round area in the fovea 
which was slightly surrounded by proliferation of 
the pigment epithelium. 

The macular lesions responded to intensive 
courses of antiamebic therapy, with an arrest in 
progression of the lesions and subsequent healing. 
With treatment, vision improved and remained 
stationary. Administration of corticotropin and cor- 
tisone caused a rapid progression of the macular 
lesions and should not be used in the treatment of 
this disorder. Patients with a macular lesion of ob- 
scure causation should be investigated for evidence 
of amebiasis. 


The Modern Treatment of Uveitis. R. H. Nielsen 
and T. J. Kirby. A. M. A. Arch. Ophth. 58:79-108 
(July) 1957 [Chicago]. 


Since the cornerstone of successful and rational 
treatment of uveitis depends on an accurate diag- 
nosis, every effort should be made to establish the 
exact cause in all cases of uveitis. Differentiation 
of granulomatous from nongranulomatous uveitis, 
if possible, should be made, because this distinction 
may be an important factor in formulating princi- 
ples of treatment. It is important for the ophthal- 
mologist, not the internist, to captain the diagnostic 
team, so that he may channel the diagnostic tests 
in certain directions commensurate with his knowl- 
edge of uveitis and its clinical manifestations. The 
treatment of choice is specific therapy. It consists 
of administration of penicillin in syphilitic uveitis 
and of streptomycin, dihydrostreptomycin, amino- 
salicylic acid, and isoniazid in tuberculous uveitis, 
One of the recent trends is the use of steroids in 
addition to antituberculous drugs in the treatment 
of ocular tuberculosis. Administration of chlortetra- 
cycline (Aureomycin) combined with dihydrostrep- 
tomycin is the treatment of choice for ocular 
brucellosis. A combination of pyrimethamine (Dara- 
prim) and sulfadiazine might be helpful against 
uveitis caused by Toxoplasma. Ocular trypanosomi- 
asis with uveitis reacts favorably to the intravenous 
administration of arsenicals. The drug of choice in 
uveitis caused by onchocerciasis is suramin sodium 
(Antrypol), and, after a course of this drug has 
failed, diethylcarbamazine citrate (Hetrazan) should 
be given a trial. 

When the exact cause of the uveitis cannot be 
ascertained or specific therapy is not available, one 
of the nonspecific forms of treatment should be 
used, such as general hygienic procedures designed 
to improve the general health of the patient and to 
increase resistance to a disease process, as well as 
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local procedures that are designed to ameliorate the 
inflammation, limit the spread of infection, prevent 
ocular complications, and make the patient more 
comfortable. The use of mydriatics is the first step 
in all forms of anterior uveitis. The next local 
measure of importance is the application of heat, 
and paracentesis is another local procedure which 
can be used. Mechlorethamine (nitrogen mustard) 
has been recommended recently for the treatment 
of severe and intractable uveitis of unknown cause. 
Since the advent of steroids, fever therapy, as a 
method of nonspecific treatment, has been used 
less frequently. It is the experience of some ophthal- 
mologists that few patients who have uveitis re- 
spond to fever therapy after failure with adequate 
doses of steroids. Fever therapy generally requires 
hospitalization, while steroids may be used on an 
ambulatory basis. The financial saving to the pa- 
tient is considerable, and he is also spared the 
physical discomfort of fever. 

Steroid therapy is efficacious because of its anti- 
phlogistic action, with suppression of exudation, 
neovascularization, and scarring. The most promis- 
ing steroids appear to be the newer metisteroids, 
prednisone and prednisolone. Failure in the admin- 
istration of steroids is frequently due to the use of 
topical therapy when systemic therapy is required, 
or to the use of inadequate systemic doses. A per- 
sonal survey taken among 30 outstanding ophthal- 
mologists of the English-speaking world reveals 
that 3 prefer fever therapy to steroids. Four use 
both forms of nonspecific therapy and indicate no 
preference between the 2. Twenty-three prefer the 
use of steroids to fever therapy; of these, 14 use 
steroids almost exclusively and rarely resort to fever 
therapy. Thus, most of the outstanding ophthal- 
mologists in this survey prefer steroid therapy and 
generally agree that fever therapy should be re- 
served for patients who fail to respond to adequate 
doses of steroids or for those few patients in whom 
steroids are definitely contraindicated. 


INDUSTRIAL MEDICINE 


Etiology and Pathogenesis of So-called Bakers’ 
Asthma and Millers’ Asthma. V. W. Klunker. 
Schweiz. med. Wehnschr. 87:714-719 (June 15) 1957 
(In German) [Basel, Switzerland]. 


Klunker reports the results of clinical studies 
and intradermal tests carried out on 15 bakers and 
8 millers who had bronchial asthma, presumably 
of occupational origin. He found that asthma in 
bakers is usually caused by allergy to flour. Rhinitis 
due to flour accompanies and generally precedes 
the asthma. Skin tests are positive, but a small num- 
ber of these patients present the clinical symptoms 
of asthmatic bronchitis that develops on the basis 
of a chronic dust-induced bronchitis. In this form 
cutaneous tests are negative; rhinitis is absent or 
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can be explained either mechanically (increased 
physiological cleansing processes in the presence 
of mucosal sensitivity), or allergically (mild sensi- 
tization). 

In the asthma of millers degenerative processes, 
produced mechanically by dust, generally predomi- 
nate; these in turn bring on chronic bronchitis, 
asthma, or emphysema. Cutaneous tests produce no 
reaction, and rhinitis is absent. Allergic factors, in 
addition to the mechanical action of dust, seem to 
play a causal role in the asthmatic bronchitis of a 
small number of patients with millers’ asthma. The 
cutaneous tests may be positive in these patients. 
The literature reports cases of purely allergic 
asthma in millers, being due to flour, bran, or 
extraneous admixtures, but the author did not ob- 
serve cases of this type. He admits, however, that 
he made no cutaneous tests with bran; but the § 
millers gave no indications that their disorder in- 
volved processes analogous to those that play a part 
in the allergic asthma of bakers. He believes that 
his studies demonstrate that the unitarian concept 
of the allergic origin of bakers’ asthma and of 
millers’ asthma applies only under certain condi- 
tions, if at all. It must be emphasized, however, 
that occupational factors play a part in the forms of 
bakers’ and of millers’ asthma under consideration 
here. Although the cause may differ in the asthma 
of bakers and millers, both disorders are definitely 
of occupational origin. 


Vitamin B;. in Acute Subdeltoid Bursitis. |. S. 
Klemes. Indust. Med. 26:290-292 (June) 1957 [Chi- 
cago]. 


In 1953, the author had reported on 6 patients 
with subdeltoid bursitis in whom large doses of 
vitamin B,». (1 mg. per dose) produced rapid relief. 
Roentgen examination revealed absorption of the 
calcium deposits. Since then, 40 additional patients 
have been treated successfully, sufficient to indicate 
that such use of vitamin By» is an effective therapy 
in acute subdeltoid bursitis. This newer material is 
presented. The simplicity of administration, the 
virtual absence of side-effects, and the results ob- 
tained merit further clinical trial and controlled 
study. 


Breathless Coal Workers as Seen at the Golden 
Clinic. J. E. Martin Jr. A. M. A. Arch. Indust. 
Health 15:494-498 (June) 1957 [Chicago]. 


Physical examinations, roentgenograms of the 
chest, and respiratory function studies made in 207 
soft-coal workers who came from northeastern 
West Virginia, southwestern Pennsylvania, and 
western Maryland and were admitted to the Golden 
Clinic in Elkins, W. Va., revealed a disease identical 
with or very similar to coal workers’ pneumono- 
coniosis as described by British investigators. The 
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classification of the pneumonoconiosis research 
unit of the Medical Research Council of England 
could be readily applied to the roentgenograms of 
the chest obtained from the American  soft-coal 
miners. These miners were treated for their respira- 
tory difficulties with intermittent positive-pressure 
breathing combined with administration of nebu- 
lized isoproterenol (Isuprel) hydrochloride over a 
period of about 20 minutes. Eight drops (0.5 cc.) 
of a 1:200 solution of the drug mixed with 8 drops 
of water were nebulized. Two to 4 or more of such 
combined treatments were given daily. 

Twenty of the 207 patients showed a decrease 
in maximal breathing capacity (expressed as per 
cent of pretreatment maximal breathing capacity, 
per cent of estimated normal) and the remaining 
187 showed increases in maximal breathing capacity 
from 1 to 80% or more. Ninety-four (45%) showed 
significant increases of more than 30% in maximal 
breathing capacity. Cyanosis disappeared and 
dyspnea, wheezing, and cough lessened. The char- 
acter and amount of sputum changed. Appetite 
improved. The patients often gained weight during 
their hospitalization. Improvement lasted for a few 
days to many months. Usually, symptoms returned 
or were markedly accentuated after an acute res- 
piratory infection. Side-reactions to this type of 
treatment were few. Some patients complained of 
increased nervousness and palpitation, but these 
complaints were almost always prevented by nebu- 
lizing the isoproterenol at a slower rate. Diffuse 
chest pain, which occurred in the early days of the 
treatment, almost always disappeared with con- 
tinued treatment. It appears that intermittent posi- 
tive-pressure breathing with isoproterenol is a safe 
and effective means of therapy in chronic respira- 
tory difficulties. 


THERAPEUTICS 


Cortisone and Syphilis: Results of Preliminary 
Corticotherapy in Penicillin Treatment of 120 Pa- 
tients with Syphilis. P. de Graciansky and C. Grup- 
per. Rev. Frang. études clin. et biol. 2:579-594 
(June) 1957 (In French) [Paris]. 


Since 1951, the authors employed the rapid ther- 
apy of syphilis with massive doses of penicillin. 
They investigated systematically what aid cortico- 
therapy in the form of cortisone, hydrocortisone, or 
corticotropin could provide in the various problems 
involved in this type of treatment. The 120 patients 
treated over a period of 5 years included patients 
with the various forms and stages of syphilis. At 
first the authors employed cortisone either by intra- 
muscular injection or by mouth for 5 or 8 or even 
30 days before the onset of penicillin therapy. 
Later, in 101 of the 120 patients, hydrocortisone 
was used. Infusion of corticotropin was tried in 2 
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patients, but this treatment was discontinued, be- 
cause similar results could be achieved with the 
more simple forms of administration. Local cortico- 
therapy was used in interstitial keratitis (instillation 
or subconjunctival injection) and in arthropathic 
tabes (intra-articular injection). 

Preliminary cortisone therapy prevented or di- 
minished in most patients the clinical signs of Herx- 
heimer’s reaction, particularly the fever response, 
in the early as well as in late forms of syphilis. 
Cortisone therapy also modified the clinical mani- 
festations of syphilis. Variable improvements were 
noted in the primary lesion, in the secondary 
syphilides, in the gummas of the skin and of the 
mucous membranes in tertiary syphilis, in some 
subjective symptoms of neurosyphilis. and in inter- 
stitial keratitis. Cortisone therapy significantly re- 
duced the biological signs of the svphilitic process: 
the Treponema organisms either disappeared or 
declined in number; there was a fall in the concen- 
tration of reagin in primary and secondary syphilis 
and in tertiary syphilis accompanied by clinical 
lesions, and abnormalities of the cerebrospinal 
process subsided. By contrast. in the purely sero- 
logic specificities there was no modification in the 
reagin concentration when it was low, as for in- 
stance in the so-called irreducible Wassermann 
reaction. Cortisone therapy did not diminish the 
sensitivity of the Treponema organisms to penicil- 
lin. nor was the usual course of syphilis after 
penicillin therapy altered by the preliminary corti- 
sone therapy. Cortisone is a useful adjuvant in 
certain tabetic manifestations (lightening pains and 
gastric crises) and in interstitial keratitis. Cortisone 
increases the tolerance to penicillin in allergic sub- 
jects, in pregnant women, and in patients with 
syphilitic aortitis and with neurological svphilis. 


Therapy in Collapse Due to Meningococcus Infec- 
tion. J. E. Cassidy. Ann. Int. Med. 46:1099-1104 
(June) 1957 [Lancaster, Pa.}. 


Of 63 patients with acute meningococcic infec- 
tion who were given antibacterial therapy with sul- 
fadiazine and crystalline penicillin G combined 
with the administration of such agents as desoxy- 
corticosterone acetate, cortisone, corticotropin, 
norepinephrine, epinephrine in oil, plasma albumin, 
and nikethamide (Coramine), 3 progressed from 
mild toxemia to severe shock; of these, 1 died as a 
direct result of collapse, with adrenal hemorrhage, 
and another died of massive gastrointestinal bleed- 
ing, with associated adrenal hemorrhage observed 
at autopsy. 

The danger of acute collapse exists in every acute 
meningococcic infection. Successful treatment re- 
quires immediate institution of adequate anti- 
bacterial therapy, the most satisfactory being a 
combination of sulfonamide and penicillin by avail- 
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able routes, with anticipation of adrenocortical 
failure and overwhelming toxemia by immediate 
administration of hydrocortisone intravenously at 
the rate of 300 mg. per 24 hours to all patients with 
meningococcic meningitis and/or meningococ- 
cemia. Collapse did not occur in 18 patients who 
were treated in this manner after admission to 
hospital. With return of the temperature toward 
normal, cessation in formation of cutaneous lesions, 
return of consciousness, and stabilization of blood 
pressure, cortisone by oral or intramuscular route 
was substituted. The dose was then tapered gradu- 
ally to prevent “rebound” phenomena and to ex- 
clude the possibility that exogenous steroid had 
masked significant adrenocortical destruction. Le- 
varterenol therapy of patients in collapse (if it 
occurs before specific therapy has succeeded) has 
proved life-saving. Three additional patients ad- 
mitted in collapse were saved in this way. 

Hydrocortisone may be more desirable than 
cortisone because of its more direct metabolic 
effect. The essential step is to produce a level of 
circulating hormone so rapidly that it is available 
in event of any adrenocortical damage. In addition 
to this, the anti-inflammatory or antitoxic effect of 
this substance is also important in reducing the 
fatal potentialities of the disease. Once collapse 
has occurred, steroid-antibiotic therapy alone may 
be inadequate. Here the pressor amines find spe- 
cific usefulness. With these, the patient admitted 
to treatment in shock may be sustained long 
enough to give the former specific drugs an ade- 
quate opportunity. The combination of levarterenol 
and steroids seems to be synergistic in reversing 
collapse. 


Butazolidine Treatment in Thrombophlebitis. H. 
Host. Tidsskr. norske laegefor. 77:423-424 (May 15) 
1957 (In Norwegian) [Oslo]. 


In department 8, Ulleval Hospital, 25 patients 
with thrombophlebitis were treated with Butazoli- 
dine. The response was good in 14 of the 17 cases 
of superficial thrombophlebitis. The impression is 
that in several of the 8 cases of deep thrombophle- 
bitis the pain decreased as a result of the treatment. 
The average daily oral dose was 400-600 mg. for 
from 3 to 7 days. From 1 to 3 injections of 600 mg. 
were given intramuscularly at 2-or-3 day intervals. 
In some cases an intramuscular injection of 600 
mg. was given the first day, followed by peroral 
treatment for a couple of days. The average dura- 
tion of treatment was 5 days. Exanthem, which oc- 
curred in 2 patients, disappeared after 3 or 4 days. 
No other complications were observed. In super- 
ficial thrombophlebitis Butazolidine must be given 
for only a few days and under close supervision. 
Tendency to edema, ulcer, and allergic reactions 
are regarded as absolute contraindications. 
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BOOK REVIEWS 


Clinical Cardiopulmonary Physiology. Sponsored by 
American College of Chest Physicians. Editorial Board: 
Burgess L. Gordon, M.D., and others. Cloth. $15.75. Pp. 
759, with 248 illustrations. Grune and Stratton, Inc., 381 
Fourth Ave., New York 16; 99 Great Russell St., London, 
W.C.1, England, 1957. 


This monograph was planned to present normal 
cardiopulmonary mechanisms and their disturb- 
ances in diseases of the chest. The first chapters 
deal with normal physiology and are followed by 
chapters covering methods of examination and test- 
ing of cardiopulmonary functions. Succeeding chap- 
ters discuss the clinical physiology of impairment of 
the mechanics of respiration, obstructive phenomena 
of the respiratory tract, and mixing and dilution 
problems of the alveolar membrane, with adequate 
consideration of common and less common pulmo- 
nary diseases. The last chapters are devoted to the 
pathophysiology of cardiovascular diseases of the 
chest and include considerations of cor pulmonale, 
pulmonary edema, acquired valvular heart disease, 
congestive heart failure, congenital malformations of 
the heart, and impairment of the pulmonary circula- 
tion. While the emphasis throughout is on the physi- 
ology and pathophysiology of cardiopulmonary 
disease, etiology, pathogenesis, treatment, and prog- 
nosis are capably discussed. 

The editorial committee of the College of Chest 
Physicians has succeeded in its aim of integrating 
basic data with the medical history and the physical 
examination and of combining the thinking of lab- 
oratory and bedside investigators of cardiopulmo- 
nary physiology and pathophysiology. As may be ex- 
pected from multiple authorship, there is some un- 
evenness in the quality of presentation. Thus, some 
parts of the chapter on the mechanics of breathing 
are difficult to follow and, contrariwise, the chapter 
on cor pulmonale is exceptionally lucid. There are a 
few errors, Hydrogen ion concentration and pH are 
confused in the discussion of respiratory acidosis on 
pages 10 and 11; hemoptysis is a sign rather than a 
symptom (page 61); the dosage but not the name 
of an antibiotic is given on page 458; and figures 
13 to 18 on pages 604 to 608 follow the correspond- 
ing text by several pages. Occasional typographical 
errors were also noted. The monograph is recom- 
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mended to physicians specializing in medicine 
and/or surgery of the chest and to interested general 
practitioners, internists, and general surgeons. 


Fundamental Marriage Counseling: A Catholic View- 
point. By John R. Cavanagh, M.D. Special chapter by Al- 
phonse H. Clemens, Ph.D., and others. Cloth. $8. Pp. 598, 
with illustrations. Bruce Publishing Company, 400 N. 
Broadway, Milwaukee 1, 1957. 

This learned volume presents the substance of the 
thinking of four physicians, a judge in the United 
States District Court in the District of Columbia, 
several Catholic theologians and chaplains, a sociol- 
ogist, and others, There is an extensive glossary and 
list of references. There is no mincing of words or 
phrases even when the discussion seems to be non- 
Catholic or against prevailing thought. The facts are 
set down scientifically and are taken from authori- 
tative sources. The entire text is well documented. A 
few diagrams and tables are included to clarify the 
text. The chapter on heredity is of special interest. 
Heredity of acquired characters is denied, and the 
information on germ cells and body cells is up to 
date, accurate, and complete, thus providing a sort 
of refresher course for those who are not conversant 
with the latest concepts. Five sections are devoted to 
such matters as the biological aspects of marriage. 
its sexual aspects, fertility and marriage, and social 
and religious aspects of marriage. Concerning arti- 
ficial insemination, it is emphasized that this subject 
is fraught with dangers and limitations. Contracep- 
tion is fully discussed and disallowed, but the 
rhythm method may be permitted under special cir- 
cumstances as regards the health of parents and 
socioeconomic conditions. In each case the moral 
law is paramount, and wise counsel must be ob- 
tained from the physician, priest, or prelate, Coun- 
seling in marriage should begin with the engaged 
couple seen separately and together, Nothing can 
be hidden; each party must know the exact mental 
and physical status of the other. After marriage, in 
the first months, the counselor may be called on to 
straighten out difficulties and dangers and thus 
make the marriage work. Such a counselor must be 
learned in civil and moral law and in science, medi- 
cine, sociology, and economics. This seems too much 
to ask, but if one is really in earnest and wishes to 
give the best possible advice to inquirers, he would 
do well to study this volume. 


V 
195 


Vol. 165, No. 5 


QUERIES AND MINOR NOTES 


RADIATION EXPOSURE DURING 
DENTAL EXAMINATION 


To tHE Eprror:—Recently increasing concern has 
been shown regarding the hazards implied in the 
use of diagnostic as well as therapeutic x-rays. 
What is an opinion as to the x-ray dosage to 
which routine dental films expose the patient in 
the average office, and what significance, if any, 
is there to the repetition of these dosages at nearly 
every subsequent visit to the dentist (ordinarily 
recommended to be twice a year) over the aver- 
age lifetime? Also, are there any figures as to the 
ratio, in these exposures, between the dose re- 
ceived by the head and neck and the dose re- 
ceived by the gonads in the two sexes? Would the 
latter dose be considered significant from a ge- 
netic standpoint? 

Alfred B. Mason, M.D., Concord, Calif. 


Answer.—The amount of radiation received by 
the patient during a routine dental roentgenographic 
examination depends on a number of factors. The 
tvpe of equipment, the speed of the film, the tech- 
nique employed, and, for certain considerations, the 
physical size of the patient determine the amount 
of radiation necessary to obtain a satisfactory roent- 
genogram. Depending on these variables, the radia- 
tion may vary from the high figure of 315 r per 70 
seconds for full-mouth examination as cited by 
Nolan and Patterson ( Radiology 61:625, 1953) to as 
low as 0.24 r per two-second exposure as reported 
by Yale and Goodman (J. Am. Dent. A. 54:354, 
1957). A reduction to one-thirtieth of the unfiltered 
dose was attained by interposing 0.375 mm. of cop- 
per and 0.5 mm. of aluminum in the primary beam 
of the conventional dental x-ray machine without 
affecting the excellence of the roentgenograms. 
Such use of proper filtration and other means of 
dose reduction are rapidly becoming standard prac- 
tice in dental radiography. 

A conventional dental roentgenographic examina- 
tion consists of 14 films. The exposure to the gonads 
of the patient who receives one such examination 
annually from age 10 to age 30 would be approxi- 
mately 0.3 r for the male and about 0.05 r for the 
female. The natural background radiation to which 
everyone is exposed is about 4 to 5 r for a 30-year 
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period. All radiation is significant from a genetic 
standpoint. The amount of gonadal radiation re- 
ceived incidental to dental radiography is but 
a fraction of the natural background radiation, 
however, and would appear to be relatively in- 
significant. 


DETECTION OF BREAST CANCER 


To tHe Eprror:—Is information available concern- 
ing the chemical product heptaldehyde for spe- 
cific use in detection of cancer of the breast? 

L. F. Valentine, M.D., Santa Monica, Calif, 


Answer.—Work is currently being done on tem- 
perature changes of the skin in cases of cancer of 
the breast (Lawson and others: Canad. M. A. J. 75: 
486, 1956). The substance referred to is not recom- 
mended for therapy; its use is strictly experimental, 
since present knowledge about its pharmacology is 
still quite inadequate. 


STERILIZATION OF ELECTRIC RAZORS 


To tHe Eprron:—The advisability and feasibility of 
using electric razors for shaving patients in a psy- 
chiatric hospital of about 1,100 patients are being 
considered. How great is the need for sterilizing 
an electric razor before use on each patient? What 
quick method of sterilization can be used which 
would not be too time consuming and yet would 
be adequate and safe from a bacteriological stand- 
point? Could this procedure be applied to all ex- 
isting models of electric razors or to only a spe- 
cific make? M.D., Massachusetts. 


Answer.—The procedure of sterilization could be 
applied to all existing models of electric razors, inas- 
much as the heads of most razors are easily re- 
moved and the combing and cutting surfaces are 
rendered accessible. However, unless there is an 
obvious “sore” or open lesion on the face of a 
patient, all that would be necessary would be to 
follow a specific routine of cleaning the razor with 
a brush, an antiseptic soap or detergent, and run- 
ning water between each usage. Additional cold 
sterilization would offer no great advantage. How- 
ever, in the presence of infection, the best and safest 
measures would include either boiling the razors in 
a lye water or, preferably, autoclaving them for 15 
minutes under 15-to-20-lb. pressure. If untrained 
help are being used for this task, a simple procedure 
should be outlined and adhered to, so that the proc- 
ess of sterilization becomes standardized. 
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TREATMENT OF BLEEDING ESOPHAGEAL 
VARICES | 


To tue Eprror:—The following suggestions have been 
made for the immediate treatment of hemorrhage 
due to esophageal varices: (a) spraying thrombin 
topically on the esophagus; (b) drinking thrombin; 
and (c) macerating Oxycel (cotton type) in solution 
and giving it orally. Is there any information or opin- 
jon en such treatment? 

Santo S. Torcivia, M.D., Milwaukee. 


Answer.—The treatment of bleeding esophageal 
varices, assuming that the diagnosis is correct, en- 
tails, first, adequate supportive treatment and, second, 
control of the hemorrhage itself. Oral administration of 
thrombin solutions alone has not been particularly 
effective. Spontaneous remissions of hemorrhage are 
common in the less severe bleeding cases and con- 
tribute to the difficulties of evaluation of oral medica- 
tions. Packing the esophagus with Oxycel around a 
gastric feeding tube is sometimes effective when the 
bleeding varice is in an appropriate position. The 
feeding tube supplies gastric drainage and prevents 
nausea and vomiting. 

The use of the double balloon and triple lumen tube 
(Sengstaken) is more effective. The gastric balloon 
prevents the tamponade apparatus from slipping up- 
ward and provides pressure against the veins in the 
cardia. The long upper balloon provides pressure 
against the esophageal walls. The stomach is drained 
through the third lumen. Small amounts of thrombin 
solution may be swallowed, but its effectiveness is 
questionable. Severe hemorrhage uncontrolled by tam- 
ponade may necessitate thoracotomy and suture of the 
dilated veins. 

Injection of a sclerosing solution into the varices 
during active bleeding has not been encouraging. 
Favorable results have been obtained when the injec- 
tions have been made during nonbleeding periods; they 
have reduced the incidence and severity of hemor- 
rhage. Best results are obtained by the surgical im- 
provement of the hemodynamics of the portal circula- 
tion. 


RABIES VACCINE 


To THE Eprror:—Is the new duck-embryo rabies vac- 
cine adequately effective as a prophylactic treatment 
for patients who have been exposed to rabies? 


James L. Wells, M.D., Orangeburg, S. C. 


Answer.—Although the A. M. A. Council on Drugs 
(formerly the Council on Pharmacy and Chemistry ) 
has not yet made an evaluation of the duck-embryo 
rabies vaccine, information indicates that the prepara- 
tion meets the potency requirements for rabies vaccine 
of the Division of Biologics Standards of the National 
Institutes of Health and that it has been reported 
(Peck and others: J. Lab. & Clin. Med. 45:679, 1955; 
J. A. M. A. 162:1373-1376 [Dec. 8] 1956) to possess 
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satisfactory antigenic potency in human clinical trials. 
Hence, on the basis of presently available evidence, 
it would appear that the new vaccine is adequately 
effective as a prophylactic treatment for patients who 
have been exposed to rabies. 


ISOLATION FOR INFECTIOUS HEPATITIS 


To tHe Eprror:—What is the recommended time for 
isolation of a patient with infectious (epidemic) 
hepatitis? 


Milton Zimmerman, M.D., Primavera, Paraguay 


ANswer.—In answering this query, it is assumed that 
no virus diagnostic facilities are available. It is a com- 
mon practice in hospitals in the United States not to 
isolate patients with infectious hepatitis. They are 
placed in semiprivate rooms, and in the disposal of the 
feces care is taken to make sure that a sanitary dis- 
posal is made. The World Health Organization's ex- 
pert committee on hepatitis in its first report (World 
Health Organization Technical Report 26C, Series 62, 
Geneva, 1953, p. 16) has this to say: “The committee 
is of the opinion that direct contact is the commonest 
form of transmission. .. . In general, the precautions to 
be taken both by public health authorities and hos- 
pitals are those which are usually applied in respect 
to enteric fevers. . . . The stools are considered to 
be infectious for three weeks from the onset of ill- 
ness... . A quarantine is not recommended for con- 
tact.” 

In the greater part of the published literature on 
this subject, there is agreement that it is impractical 
to isolate patients in civilian hospitals over a long 
period of time. However, in the military services the 
average period of hospitalization is between 50 and 
60 days, and the patient is placed under intestinal iso- 
lation. It is generally felt that for greater safety it is 
desirable to maintain intestinal isolation for most, if 
not all, of the period of hospitalization, Quite often 
the period of intestinal isolation for three weeks is 
observed. 

Dr. H. F. Eichenwald in “Viral Hepatitis: Clinical 
Laboratory and Public Health Aspects” ( Publication 
435, United States Department of Health, Education, 
and Welfare, Public Health Service, 1955, p. 15) 
says: “Hospitalized patients with acute hepatitis are 
usually placed under precautions similar to those of 
other enteric infections. . . . If the patient is cared for 
at home, strict precautions against infection are usu- 
ally of limited value since other members of the fam- 
ily have had maximal exposure by the time diagnosis 
of the index cases has been made.” Dr. F. M. Hanger 
feels that the duration of infectivity is difficult to de- 
termine but feels that the risk of infectivity termi- 
nates with the subsidence of acute symptoms. 

In the opinion of this consultant it is difficult to con- 
trol the transmission of infectious hepatitis because 
transmission, in many cases, is in the preicteric stage. 
The giving of gamma globulin to familial contacts is 
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recognized as a good procedure, the dose consisting 
of 0.06 to 0.12 ce. per pound of body weight admin- 
istered intramuscularly. The passive protection lasts 
six to eight weeks. 


SIDE-EFFECTS OF NOVOBIOCIN 


To tHE Eprror:—Skin reactions occurred in four of 
seven children who received novobiocin sodium 
(Albamycin) for 8 to 14 days for micrococcic (staphy- 
lococcic) infections. These infections had been 
resistant to other antibiotics but were sensitive to 
novobiocin or to a combination of novobiocin and 
penicillin. The one incidence of serum-sickness-type 
reaction (rash, fever, and adenopathy) did not sub- 
side when penicillin therapy was discontinued but 
did after the novobiocin was withdrawn. Given a 
choice of antibiotic agents, should novobiocin be 
considered a more or less toxic drug? Is it a frequent 
skin sensitizer? Have serum-sickness-type reactions 
heen reported? 


Milton R. Aisenson, M.D., Flushing, N. Y. 


ANswer.—The use of novobiocin has been too lim- 
ited thus far to permit one to evaluate fully all its po- 
tential side-effects. However, even in the earlier clin- 
ical trials it was noted that, despite its general low 
order of toxicity, a transient skin rash occurred as the 
commonest side-effect from the drug. Hence, it is 
probable that the reactions noted by the questioner 
were indeed due to the novobiocin rather than to the 
penicillin. A more serious reaction to novobiocin is 
leukopenia which occurs in about 1% of patients re- 
ceiving the drug. At present, novobiocin may be con- 
sidered as a relatively nontoxic drug which may be 
safely used, with proper safeguards, when there are 
good indications for its use in preference to other anti- 
biotic agents, none of which are free from potentially 
serious side-effects. 


WEARING OF GIRDLES 


To tHe Eprror:—Are girdles harmful or harmless with 
respect to the abdominal musculature? Many women 
wear these garments just to improve their figures. 
Recently a group of physicians had an argument 
concerning this point and would appreciate an 
opinion from the standpoint of orthopedics and 
physical medicine. 


Robert F. Brennen, M.D., Fullerton, Pa. 


Answer.—All voluntary muscle responds to long- 
continued physiological stress of work by hypertrophy 
to the point where it can accomplish the work with 
ease, and it assumes the length best suited for the 
action of the musculature involved. The rectus 
abdominus and the oblique muscles of the abdomen, 
when stimulated by ordinary usage and activity, will 
reflect this usage in “tone” and “resting” length. When 
continual support is provided to these muscles by 
whatever means, there is less work done, and, there- 
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fore, weaker musculature will result to that extent. 
It is doubtful, however, whether the usual garments 
worn by women provide sufficient support to sub- 
stantially reduce the activity of the anterior abdominal 
muscles. Post partum, however, the situation is some- 
what different in that a substantial change has oc- 
curred in the volume of incompressible abdominal 
contents, and it becomes necessary for the abdominal 
musculature to accommodate to this sudden change. 
Whether supports will accelerate this accommodation 
is debatable. It seems most likely that all the usual 
nonorthopedic supports provide their cosmetic results 
without appreciably influencing the status of the 
musculature. 


HAND DISINFECTION AGAINST VIRUSES 


To tHe Eprror:—The problem of using a hand disin- 
fectant has arisen as an isolation procedure in caring 
for patients with viral hepatitis. What is the opinion 
in using mercuric chloride, pHisoHex, carbolic acid, 
or carbolic acid derivatives such as Lysol? 


]. F. Heinrich, M.D., Coldwater, Mich. 


Answer.—No clear-cut evidence is available concern- 
ing various antiviral agents for disinfection of hands in 
caring for patients with viral hepatitis. It is not known 
how effective mercuric chloride, pHisoHex, carbolic 
acid, or Lysol may be. However, on the basis of the 
fact that dilute iodine preparations appear to be so 
highly effective in poliomyelitis disinfection, and since 
infectious hepatitis is also an intestinal virus disease, 
it would seem appropriate to use these preparations on 
the hands. For bedpans and similar utensils heat, such 
as autoclaving, is best. 


DERMATITIS FROM SHOES 


To tHe Eprror:—A patient has a contact dermatitis of 
both heels. Scrapings have been taken from her 
shoes, without any results with patch testing. If the 
dermatitis is not from a leather or dye, what sub- 
stances should be used in patch testing this pa- 
tient? 

Robert Forrest Brennen, M.D., Fullerton, Pa. 


Answer.—The diagnosis of contact dermatitis due 
to shoes is difficult, as many dermatoses have clinical 
features closely resembling contact dermatitis due to 
footgear. Among these are atopic dermatitis, other 
forms of eczematoid dermatitis, dermatitis herpeti- 
formis, so-called pustular psoriasis, and sometimes in- 
fections due to Trichophytons and other fungi. The 
most modern information concerning dermatitis due 
to shoes may perhaps be obtained from the article by 
Shatin and Reisch (A. M. A. Arch. Dermat. & Syph. 
69:651-666 [June] 1954). These authors report that a 
large majority of their cases of shoe dermatitis were 
attributable to the rubber (thermoplastic ) material in 
the box toe. The first and simplest step in a case of 
suspected shoe dermatitis, therefore, would be to have 
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the patient for several months wear only shoes with a 
flannel box toe and without any materials derived from 
rubber. If this does not bring relief, the dermatologist 
must then tackle the formidable problems of derma- 
tological differential diagnosis of foot dermatoses and, 
if necessary, proceed to search for causal allergens 
among the hundreds of different materials—dyes, 
mordants, tanning agents, polishes, etc.—which are 
present in socks, stockings, shoes, and other footgear. 


FORMALDEHYDE DERMATITIS 


To tHE Eprror:—Please supply information regarding 
cases of dermatitis of the hands produced by the 
product Celeron. 


Albert Rubin, M.D., Hartford, Conn. 


Answer.—Celeron is a phenolic-formaldehyde resin. 
Dermatitis from this class of substances is chiefly as- 
sociated with the formaldehyde component. Formal- 
dehyde as such in its gaseous state, in the aqueous 
solution formalin, and as it appears in unpolymerized 
form in various resins and plastics is a ready sensitiz- 
er, Although it is linked with phenolics which may be 
harmful to the skin, formaldehyde nearly always 
proves to be the offender. Patch tests utilizing this 
form of synthetic resinous product, applied to persons 
uninvolved in the dermatitis, usually are negative; 
such tests, however, are undesirable because of their 
readiness in provoking sensitization. In the case of 
persons already involved in dermatitis from formalde- 
hyde, there is frequently a severe reaction to patch 
testing. So active are some phenolic-formaldehyde res- 
ins that on occasion retention of some of the formal- 
dehyde compounds on a worker's clothing is sufficient 
to sensitize members of his family at home. A mild 
case of formaldehyde dermatitis will disappear with- 
out treatment, once the person is removed from ex- 
posure. With or without treatment, the dermatitis is 
likely to persist or to recur if there is reexposure. 


INCREASED SEDIMENTATION RATE 


To tHE Eprror:—Are antibiotics indicated in patients 
in whom the only abnormal findings, clinical or 
laboratory, are increased sedimentation rates? There 
are no subjective complaints, and the physical exam- 
inations performed as a health audit are completely 


normal. Daniel Haffron, M.D., Elgin, Ill. 


Answer.—The word “patients” is used in the query, 
but the statement implies that health audits were made 
of normal persons. It would be important to know if the 
sedimentation rates were slightly or greatly increased. 
There is no reason for antimicrobic therapy in a 
healthy person whose only abnormality is an increased 
rate of sedimentation of erythrocytes. Slight deviations 
in both directions occur transiently or permanently, 
probably dependent upon relative amounts of globu- 
lin and albumin in the blood of otherwise normal per- 
sons, just as the average body temperature and the 


J.A.M.A., Oct. 5, 1957 


number of erythrocytes and leukocytes vary within 
a normal range. The rate may be increased by anemia, 
menstruation, and pregnancy. It is said to be slightly 
faster in women than in men. 


ANTIBIOTICS WITH VITAMIN C 


To tHE Eprror:—Is there any evidence that vitamin 
C potentiates the effect of penicillin in treating 
streptococcic infections? 


Ralph L. Gorrell, M.D., Clarion, Lowa. 


ANsSWER.—There is no known evidence that vitamin 
C potentiates the effect of penicillin in the treatment 
of any infection. The proposal has been made that 
vitamin C might bring about more efficient absorp- 
tioa, and thus higher blood concentrations, of tetra- 
cycline. A study just completed of this combination 
shows no potentiating effect of vitamin C on tetracy- 
cline. There are several preparations that contain anti- 
biotics and a variety of vitamins—the so-called “stress” 
formulae—and vitamin C is included in such prepara- 
tions. There is no evidence that these vitamin com- 
binations potentiate the activity of the antibiotic in- 
volved, although they may be of indirect value where 
there is an actual vitamin deficiency. 


EATING GOOSE EGGS 


To tHe Eprror:—Is there any scientific evidence that 
there is danger in eating goose eggs? 


M.D., New York. 


ANswer.—This consultant is unaware of any reports 
indicating that goose eggs are less nutritious than 
chicken eggs. Goose eggs tend to have a slightly 
higher fat content than do chicken eggs, but differ- 
ences in amount of protein are not marked. The reason 
for the somewhat higher fat content is due in part to 
the lower water content. A chicken egg will run about 
75% water, while the goose egg contains about 60% 
water, As far as is known, fresh eggs of almost any 
species of fowl, when properly prepared, can be con- 
sidered a highly nutritious food and are not known to 
cause any definite diseases. 


PERSISTENT PAIN AFTER HERNIA REPAIR 


To tHe Eprror:—I was interested in the query in THe 
Journat for June 22, 1957, page 942, regarding per- 
sistent pain after hernia repair. I have seen several 
of these patients, and, when there are no mental 
symptoms, the local injection into the painful area 
of 1 or 2 cc. of a 1% or 2% solution of quinine and 
urea hydrochloride will usually give relief from the 
pain in the postoperative scar. The injections are 
usually repeated once a week for five or six times. 
Procaine and Pyribenzamine have proved ineffective 
in my experience. Leigh F, Watson, M.D. 

727 W. Seventh St. 
Los Angeles 17. 
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